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ﺑﺮﺭﺳﻲ ﺑﺮﺍﺑﺮﻱ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺍﻳﺮﺍﻧﻲ
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ 1، ﻋﻠﻲ ﺍﻛﺒﺮ ﻓﻀﺎﺋﻠﻲ 2، ﺍﻣﻴﺮ ﻋﺒﺎﺱ ﻓﻀﺎﺋﻠﻲ3
ﭼﻜﻴﺪﻩ
ﻣﻘﺪﻣﻪ: ﺍﻓﺰﺍﻳﺶ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺧﺪﻣﺎﺕ ﺳــﻼﻣﺖ ﻣﺸــﻜﻼﺗﻲ ﺩﺭ ﺯﻣﻴﻨﻪ ﻱ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳــﻼﻣﺖ ﺑﻪ ﻭﺟﻮﺩ ﺁﻭﺭﺩﻩ ﻭ ﺗﺄﻣﻴﻦ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳــﻼﻣﺖ ﺧﺎﻧﻮﺍﺭﻫﺎ ﻳﻚ ﭼﺎﻟﺶ ﻣﻬﻢ ﺩﺭ ﻧﻈﺎﻡ ﺳــﻼﻣﺖ ﺷﺪﻩ ﺍﺳﺖ. ﻃﺒﻖ ﺗﻌﺮﻳﻒ ﺳــﺎﺯﻣﺎﻥ ﺟﻬﺎﻧﻲ ﺑﻬﺪﺍﺷﺖ، ﺍﮔﺮ ﺧﺎﻧﻮﺍﺭ 
ﺑﻴــﺶ ﺍﺯ ﭼﻬﻞ ﺩﺭﺻﺪ ﺗﻮﺍﻥ ﭘﺮﺩﺍﺧﺖ ﺧﻮﺩ ﺭﺍ ﺻﺮﻑ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳــﻼﻣﺖ ﻧﻤﺎﻳﺪ، ﺩﺭ ﺗﺄﻣﻴﻦ ﺳــﺎﻳﺮ ﻣﺎﻳﺤﺘﺎﺝ ﻻﺯﻡ ﺑﺮﺍﻱ ﻳﻚ ﺯﻧﺪﮔﻲ 
ﻣﻨﺎﺳــﺐ ﺩﭼﺎﺭ ﻣﺸــﻜﻼﺕ ﺟﺪﻱ ﺧﻮﺍﻫﺪ ﺷــﺪ. ﻫﺪﻑ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺗﻌﻴﻴﻦ ﺑﺮﺍﺑﺮﻱ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺍﻳﺮﺍﻧﻲ 
)6831 - 2831 ( ﺑﻮﺩ.
ﺭﻭﺵ ﺑﺮﺭﺳﻲ: ﺑﺎ ﻧﮕﺎﻫﻲ ﺑﻪ ﻭﺿﻌﻴﺖ ﺑﺮﺍﺑﺮﻱ ﺩﺭ ﺳﻼﻣﺖ ﺩﺭﺳﺎﻝ ﻫﺎﻱ ﮔﺬﺷﺘﻪ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺷﺎﺧﺺ ﻣﺸﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﺩﺭ ﺗﺄﻣﻴﻦ 
ﻣﺎﻟﻲ ﻧﻈﺎﻡ ﺳﻼﻣﺖ )ICFF( ﺑﻪ ﺗﺒﻴﻴﻦ ﻭﺿﻌﻴﺖ ﻣﻮﺟﻮﺩ ﺩﺭ ﻛﺸﻮﺭ ﻣﻲ ﭘﺮﺩﺍﺯﻳﻢ، ﻭ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻛَﻤﻲ ﻭ ﻛﻴﻔﻲ ﺍﺛﺮﮔﺬﺍﺭ ﺑﺮﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ 
ﺷﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷﻜﻦ ﺳﻼﻣﺖ ﺭﺍ ﺑﺮﺍﺳﺎﺱ ﺩﺍﺩﻩ ﻫﺎﻱ ﺑﻮﺩﺟﻪ ﻱ ﺧﺎﻧﻮﺍﺭ ﺩﺭ ﺳﺎﻝ 6831 ﺑﺮﺭﺳﻲ ﻣﻲ ﻛﻨﻴﻢ.
ﻳﺎﻓﺘﻪ ﻫﺎ: ﺣﺪﻭﺩ 5.2 ﺩﺭﺻﺪ ﺍﺯ ﺟﻤﻌﻴﺖ ﻛﺸــﻮﺭ ﺩﺭ ﻣﻌﺮﺽ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﺳــﻼﻣﺖ ﻗﺮﺍﺭ ﺩﺍﺷــﺘﻨﺪ. ﮔﺮﻭﻩ ﻫﺎﻱ ﺫﻳﻞ ﺍﺣﺘﻤﺎﻝ 
ﻣﻮﺍﺟﻬﻪ ﻱ ﺑﻴﺸﺘﺮﻱ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻏﻴﺮ ﻗﺎﺑﻞ ﺗﺤﻤﻞ ﺩﺭﻣﺎﻥ ﺩﺍﺭﻧﺪ: ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺭﻭﺳﺘﺎﻳﻲ، ﺗﺤﺖ ﺗﻜﻔﻞ ﺑﻴﻜﺎﺭﺍﻥ، ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺗﻌﺪﺍﺩ 
ﻓﺮﺯﻧﺪﺍﻥ ﺯﻳﺮ 21 ﺳﺎﻝ ﻭ ﺍﺷﺨﺎﺹ ﺑﺎﻻﻱ 06 ﺳﺎﻝ ﺁﻧﺎﻥ ﺑﺎﻻﺗﺮ ﺍﺯ ﻣﺘﻮﺳﻂ ﺟﺎﻣﻌﻪ ﺍﺳﺖ؛ ﻭ ﺑﺪﻭﻥ ﭼﺘﺮ ﺣﻤﺎﻳﺘﻲ ﺑﻴﻤﻪ ﺍﺛﺮ ﺑﻴﻤﻪ.
ﻧﺘﻴﺠﻪ ﮔﻴـﺮﻱ: ﺭﻭﻧﺪ ﺣﺮﻛﺖ ﺷــﺎﺧﺺ ICFF ﺩﺭ ﺩﻭﺭﻩ 4731 ﺗــﺎ 1831 ﺑﺎ ﺁﻫﻨﮓ ﻛﻨﺪﻱ ﻛﺎﻫﺶ ﻭ ﺍﺧﻴﺮﺍ ﺍﻧﺪﻛﻲ ﺑﻬﺒﻮﺩ ﻳﺎﻓﺘﻪ ﺍﺳــﺖ. 
ﺳﻴﺎﺳــﺖ ﻫﺎﻱ ﺑﺨﺶ ﺳــﻼﻣﺖ ﻧﺘﻮﺍﻧﺴــﺘﻪ ﺗﻐﻴﻴﺮ ﻣﻌﻨﺎﺩﺍﺭﻱ ﺩﺭ ﺟﻬﺖ ﺑﻬﺒﻮﺩ ﻋﺪﺍﻟﺖ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﺍﻳﺠﺎﺩ ﻛﻨﺪ. ﻣﺤﺎﺳﺒﻪ ﻱ ﺍﺛﺮ ﻧﻬﺎﻳﻲ 
ﻣﺘﻐﻴﺮ ﻣﺮﺑﻮﻁ ﺑﻪ ﺑﻴﻤﻪ ﻧﻤﺎﻳﺎﻧﮕﺮ ﺗﺄﺛﻴﺮ ﻧﺎﭼﻴﺰ ﺍﻳﻦ ﻣﺘﻐﻴﺮ ﺩﺭ ﺟﻠﻮﮔﻴﺮﻱ ﺍﺯ ﻣﻮﺍﺟﻪ ﺷــﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳــﻒ ﺑﺎﺭ ﺳــﻼﻣﺖ ﻣﻲ ﺑﺎﺷﺪ. 
ﺍﻫﺘﻤﺎﻡ ﺑﻴﺸﺘﺮ ﺩﺭ ﺟﻬﺖ ﺍﻓﺰﺍﻳﺶ ﻛﺎﺭﺍﻳﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﻭ ﺑﻬﺒﻮﺩ ﻭ ﻛﺎﺭﺁﻣﺪ ﻛﺮﺩﻥ ﻧﻈﺎﻡ ﺑﻴﻤﻪ ﺳﻼﻣﺘﻲ ﺿﺮﻭﺭﻱ ﺍﺳﺖ.
ﻛﻠﻴﺪ ﻭﺍژﻩ ﻫﺎ: ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ، ﻣﺸﺎﺭﻛﺖ ﻣﺎﻟﻲ ﺩﺭ ﻧﻈﺎﻡ ﺳﻼﻣﺖ، ﻋﺪﺍﻟﺖ ﺩﺭ ﺳﻼﻣﺖ، ICFF
• ﻭﺻﻮﻝ ﻣﻘﺎﻟﻪ: 82/5/88 • ﺍﺻﻼﺡ ﻧﻬﺎﻳﻲ: 51/21/88 • ﭘﺬﻳﺮﺵ ﻧﻬﺎﻳﻲ: 91/3/98
ﺩﺍﻧﺸﻴﺎﺭ ﮔﺮﻭﻩ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﻜﺪﻩ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﮕﺎﻩ ﺗﻬﺮﺍﻥ؛ ﻧﻮﻳﺴﻨﺪﻩ ﻣﺴﺌﻮﻝ )ri.ca.tu @ ararhemm. 1 (
. 2 ﻛﺎﺭﺷﻨﺎﺱ ﺍﺭﺷﺪ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﻜﺪﻩ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﮕﺎﻩ ﺗﻬﺮﺍﻥ
. 3 ﻛﺎﺭﺷﻨﺎﺱ ﺍﺭﺷﺪ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﻜﺪﻩ ﺍﻗﺘﺼﺎﺩ، ﺩﺍﻧﺸﮕﺎﻩ ﻋﻼﻣﻪ ﻃﺒﺎﻃﺒﺎﻳﻲ
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ﻣﻘﺪﻣﻪ
ﺳﺎﺯﻣﺎﻥ ﺟﻬﺎﻧﻲ ﺑﻬﺪﺍﺷﺖ )OHW( ﺩﺭ ﺳﺎﻝ 0002 ﻳﻜﻲ ﺍﺯ 
ﺍﻫﺪﺍﻑ ﺳﻪ ﮔﺎﻧﻪ ﻧﻈﺎﻡ ﺳ ــﻼﻣﺖ ﺭﺍ ﻣﺸﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﺑﺮﺍﻱ 
ﺗﺄﻣﻴ ــﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳ ــﻼﻣﺖ ﺍﻋﻼﻡ ﻛﺮﺩﻩ ﺍﺳ ــﺖ.]1[ 
ﺩﺭ ﺩﻫﻪ ﻫﺎﻱ ﺍﺧﻴﺮ، ﺍﻓﺰﺍﻳﺶ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺧﺪﻣﺎﺕ ﺳ ــﻼﻣﺖ 
ﻧﺎﺷﻲ ﺍﺯ ﺗﻮﺳﻌﻪ ﻭ ﺗﻜﺎﻣﻞ ﺗﻜﻨﻮﻟﻮژﻱ ﺍﺯ ﻳﻚ ﺳﻮ ﻭ ﺍﻓﺰﺍﻳﺶ 
ﺳ ــﻄﺢ ﺁﮔﺎﻫﻲ ﻭ ﺍﻧﺘﻈﺎﺭﺍﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻓﺮﺍﺩ ﺍﺯ ﺳﻮﻱ ﺩﻳﮕﺮ، 
ﻣﺸ ــﻜﻼﺗﻲ ﺭﺍ ﺩﺭ ﺯﻣﻴﻨﻪ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ ﻭ 
ﺩﺭﻣﺎﻧﻲ ﺑﺮﺍﻱ ﺍﻓﺮﺍﺩ ﺟﺎﻣﻌﻪ ﺑﻪ ﻭﺟﻮﺩ ﺁﻭﺭﺩﻩ ﺍﺳﺖ. ﺑﺮﺧﻲ ﺍﺯ 
ﺗﺒﻌﺎﺕ ﺣﺎﻛﻢ ﺑﻮﺩﻥ ﺷﺮﺍﻳﻂ ﻏﻴﺮﻋﺎﺩﻻﻧﻪ ﺩﺭ ﻧﻈﺎﻡ ﺳﻼﻣﺖ ﺑﻪ 
ﺷﺮﺡ ﺯﻳﺮ ﺍﺳﺖ]2[:
. 1 ﺧﺎﻧﻮﺍﺭﻫﺎ ﺑﻪ ﺧﺼﻮﺹ ﺍﻗﺸ ــﺎﺭ ﺁﺳ ــﻴﺐ ﭘﺬﻳﺮ، ﺑﻪ ﻭﺍﺳﻄﻪ 
ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﺩﺳﺘﻴﺎﺑﻲ ﺑﻪ ﺧﺪﻣﺎﺕ ﺩﺭﻣﺎﻧﻲ ﺑﺎ ﺭﻧﺞ ﻭ ﺯﺣﻤﺖ 
ﻓﺮﺍﻭﺍﻥ ﻣﻮﺍﺟﻪ ﺷ ــﺪﻩ ﻭ ﺩﺭ ﺍﺯﺍﻱ ﺗﺄﻣﻴﻦ ﺍﻳﻦ ﻫﺰﻳﻨﻪ ﻫﺎ، ﺍﺯ 
ﻣﺨﺎﺭﺝ ﺿ ــﺮﻭﺭﻱ ﺩﻳﮕﺮ ﺧﻮﺩ ﻣﻲ ﻛﺎﻫﻨ ــﺪ. ﺍﻳﻦ ﻣﻮﺿﻮﻉ 
ﺑﺎﻋﺚ ﺗﻨﺰﻝ ﺷﺮﺍﻳﻂ ﺭﻓﺎﻫﻲ ﺧﺎﻧﻮﺍﺭ ﺧﻮﺍﻫﺪ ﺷﺪ.
. 2 ﺑﺎﺭ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳ ــﻼﻣﺖ ﺑﻪ ﺳﺒﺐ ﺗﻘﻠﻴﻞ ﭘﺲ ﺍﻧﺪﺍﺯ 
ﻭ ﺗﺨﺼﻴ ــﺺ ﻛﻤﺘﺮ ﺩﺭﺁﻣﺪ ﺧﺎﻧﻮﺍﺭ ﺑﻪ ﺳ ــﺎﻳﺮ ﻣﺼﺎﺭﻑ ﺑﻪ 
ﺧﺼﻮﺹ ﺍﻗﻼﻣﻲ ﻛﻪ ﻧﻈﻴﺮ ﺧﻮﺭﺍﻙ ﻣﻨﺎﺳﺐ ﻭ ﻳﺎ ﺗﺤﺼﻴﻞ 
ﻭ ﺁﻣ ــﻮﺯﺵ ﻛﻪ ﺑﻪ ﻣﺜﺎﺑﻪ ﺍﻧﺒﺎﺷ ــﺖ ﺳ ــﺮﻣﺎﻳﻪ ﺍﻧﺴ ــﺎﻧﻲ ﺑﻪ 
ﺧﺼﻮﺹ ﺑﺮﺍﻱ ﻓﺮﺯﻧﺪﺍﻥ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺗﺄﺛﻴﺮ ﻏﻴﺮﻗﺎﺑﻞ ﺍﻧﻜﺎﺭﻱ 
ﺩﺍﺭﺩ، ﺗ ــﻮﺍﻥ ﺗﻮﻟﻴﺪ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺭﺍ ﺑ ــﻪ ﻋﻨﻮﺍﻥ ﻛﻠﻴﺪﻱ ﺗﺮﻳﻦ 
ﻋﺎﻣ ــﻞ ﺩﺭ ﻓﺮﺍﻳﻨﺪ ﺗﻮﻟﻴﺪ ﻣﻠﻲ ﻛﺎﻫﺶ ﻣﻲ ﺩﻫﺪ. ﺑﻨﺎﺑﺮﺍﻳﻦ ﺑﻪ 
ﻭﺿ ــﻮﺡ ﻣﻲ ﺗﻮﺍﻥ ﺗﺄﺛﻴﺮ ﻣﻨﻔﻲ ﻧﻘﺼﺎﻥ ﻋﻤﻠﻜﺮﺩ ﻧﻈﺎﻡ ﻣﺎﻟﻲ 
ﺑﺨﺶ ﺑﻬﺪﺍﺷ ــﺖ ﻭ ﺩﺭﻣﺎﻥ ﺭﺍ ﺩﺭ ﻓﺮﺁﻳﻨﺪ ﺍﻧﺒﺎﺷﺖ ﺳﺮﻣﺎﻳﻪ 
ﻭ ﺍﺯ ﺁﻥ ﺟﺎ ﺗﻮﻟﻴﺪ ﻭ ﺭﺷﺪ ﻭ ﺗﻮﺳﻌﻪ ﺍﻗﺘﺼﺎﺩﻱ ﺁﺗﻲ ﺟﺎﻣﻌﻪ 
ﻣﻼﺣﻈﻪ ﻛﺮﺩ.
. 3 ﺍﻣﻜﺎﻥ ﺩﺍﺭﺩ ﮔﺮﻭﻫﻲ ﺍﺯ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺑﻪ ﺧﺎﻃﺮ ﻋﺪﻡ ﺗﻮﺍﻧﺎﻳﻲ 
ﭘﺮﺩﺍﺧﺖ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺩﺭﻣﺎﻥ، ﺍﺯ ﭘﻴﮕﻴﺮﻱ ﺩﺭﻣﺎﻥ ﺻﺮﻑ ﻧﻈﺮ 
ﻛﻨﻨﺪ، ﻛﻪ ﺍﻳﻦ ﺑﺎﻋﺚ ﺗﻨﺰﻝ ﺳ ــﻄﺢ ﺳ ــﻼﻣﺖ ﻭ ﺑﻬﺪﺍﺷﺖ 
ﺧﺎﻧﻮﺍﺭﻫﺎ ﻭ ﺟﺎﻣﻌﻪ ﺧﻮﺍﻫﺪ ﺷﺪ.
. 4 ﺑﺮﺧ ــﻲ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﻛﻢ  ﺩﺭﺁﻣﺪ ﻛ ــﻪ ﺩﺭ ﺣﻮﻝ ﻭ ﺣﻮﺵ 
ﺣﺪﺍﻗﻞ ﺧﻂ ﻓﻘﺮ ﺯﻧﺪﮔﻲ ﻣﻲ ﻛﻨﺪ، ﺗﻮﺍﻥ ﻣﻌﻴﺸﺘﻲ ﻭ ﺩﺭﺁﻣﺪ 
ﻭ ﺩﺍﺭﺍﻳﻲ ﻫ ــﺎﻱ ﺧﻮﺩ ﺭﺍ ﺑﻪ ﺩﻟﻴ ــﻞ ﺗﺄﻣﻴﻦ ﺍﺟﺒﺎﺭﻱ ﻣﺨﺎﺭﺝ 
ﺩﺭﻣﺎﻧﻲ ﺍﺯ ﺩﺳ ــﺖ ﻣﻲ ﺩﻫﻨﺪ ﻭ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ 
ﺳﻼﻣﺖ serutidnepxE htlaeH cihportsataC ﺭﻭﺑﻪ ﺭﻭ 
ﻣﻲ ﮔﺮﺩﻧﺪ ﻭ ﺑﺪﻳﻦ ﺳﺒﺐ ﺑﻪ ﻛﺎﻡ ﻓﻘﺮ ﻓﺮﻭ ﻣﻲ ﺭﻭﻧﺪ.
ﻭﺟ ــﻮﺩ ﻧﻘﺼﻴﻪ ﻫﺎﻳ ــﻲ ﺩﺭ ﻧﻈ ــﺎﻡ ﺗﺄﻣﻴﻦ ﻣﺎﻟ ــﻲ ﻣﺨﺎﺭﺝ 
ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻛﻪ ﻣﻨﺠﺮ ﺑﻪ ﺑﺮﻭﺯ ﻣﻮﺍﺭﺩﻱ ﻧﻈﻴﺮ ﺣﺎﻟﺖ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﻳﺎ ﻛﻤﺮﺷﻜﻦ ﺑﺮﺍﻱ ﺧﺎﻧﻮﺍﺭﻫﺎ ﻣﻲ ﮔﺮﺩﺩ، 
ﻣﻲ ﺗﻮﺍﻧﺪ ﻳﻚ ﻋﺎﻣﻞ ﺯﺍﻳﺶ ﻓﻘﺮ ﺁﻧﻲ ﻭ ﻳﺎ ﭘﺎﻳﺪﺍﺭ ﺑﺎﺷﺪ. ﻧﻜﺘﻪ 
ﺩﻳﮕ ــﺮﻱ ﻛﻪ ﺩﺭ ﺍﻳﻦ ﺧﺼﻮﺹ ﺑﺎﻳﺪ ﺑﺪﺍﻥ ﺗﻮﺟﻪ ﺷ ــﻮﺩ ﺍﻳﻦ 
ﺍﺳ ــﺖ ﻛﻪ ﻋﻼﻭﻩ ﺑﺮ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺩﺭ ﺷ ــﺮﺍﻳﻂ ﺳ ــﺨﺖ 
ﺗﺄﻣﻴﻦ ﻣﺨﺎﺭﺝ ﺳ ــﻼﻣﺖ ﺑﻪ ﺗﻠﻪ ﻓﻘ ــﺮ ﻣﻲ ﺍﻓﺘﻨﺪ، ﮔﺮﻭﻫﻲ ﺍﺯ 
ﺧﺎﻧﻮﺍﺭﻫ ــﺎ ﻛﻪ ﻗﺒﻞ ﺍﺯ ﺍﻳﻦ ﺭﻭﻳ ــﺪﺍﺩ ﻧﻴﺰ ﺑﺎ ﻓﻘﺮ ﻣﺎﺩﻱ ﻣﻮﺍﺟﻪ 
ﺑﻮﺩﻩ ﺍﻧﺪ، ﭼﻪ ﺑﺴﺎ ﺑﻪ ﺩﻟﻴﻞ ﺷﻮﻙ ﻫﺎﻱ ﻧﺎﺧﻮﺍﺳﺘﻪ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺳ ــﻼﻣﺖ ﻫﻴﭻ ﮔﺎﻩ ﻣﺠﺎﻝ ﺑﺎﺯﺗﻮﺍﻧﻲ ﻭ ﻧﺠﺎﺕ ﺍﺯ ﻛﺎﻡ ﻓﻘﺮ ﺭﺍ 
ﻧﻴﺎﺑﻨﺪ. ﺑﻪ ﺍﺻﻄﻼﺡ ﺍﻗﺘﺼﺎﺩﺩﺍﻧﺎﻥ ﺍﻳﻦ ﺩﺳ ــﺘﻪ ﺍﺯ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺍﺯ 
ﺣﺎﻟﺖ ﻓﻘﺮ ﺁﻧﻲ ﻭ ﮔﺬﺭﺍ ﺩﺭ ﺗﻠﻪ ﻓﻘﺮ ﭘﺎﻳﺪﺍﺭ ﻭ ﺩﺍﺋﻤﻲ ﮔﺮﻓﺘﺎﺭ 
ﻣﻲ ﺷ ــﻮﻧﺪ ﻭ ﻃﺒﻴﻌﺘﺎ ًﻫﺰﻳﻨﻪ ﺭﻓﻊ ﻓﻘﺮ ﺍﻳ ــﻦ ﮔﺮﻭﻩ ﺧﺎﺹ ﺍﺯ 
ﻓﻘﺮﺍ ﺑﺮﺍﻱ ﻧﻈﺎﻡ ﺣﻤﺎﻳﺖ ﻫﺎﻱ ﺍﺟﺘﻤﺎﻋﻲ ﻛﺸ ــﻮﺭ ﺍﻭﻻ ًﺑﻴﺸﺘﺮ 
ﻭ ﺛﺎﻧﻴًﺎ ﻃﻮﻻﻧﻲ ﺗﺮ ﺍﺳﺖ. ﺑﻪ ﻃﻮﺭ ﺧﻼﺻﻪ ﭘﺪﻳﺪﻩ ﺯﺍﻳﺶ ﻓﻘﺮ 
ﻧﺎﺷ ــﻲ ﺍﺯ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳ ــﻼﻣﺖ ﺩﻭ ﭘﻴﺎﻣ ــﺪ ﺩﺍﺭﺩ: ﺍﻭﻝ ﺍﻳﻨﻜﻪ 
ﮔﺮﻭﻫﻲ ﺍﺯ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﻏﻴﺮﻓﻘﻴﺮ ﺭﺍ ﺑﻪ ﻛﺎﻡ ﻓﻘﺮ ﻣﻲ ﻛﺸ ــﺎﻧﺪ 
ﻭ ﺩﻭﻡ؛ ﺩﺳ ــﺘﻪ ﺍﻱ ﺍﺯ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﻓﻘﻴﺮ ﻭﻟﻲ ﻣﺴ ــﺘﻌﺪ ﺑﺮﻭﻥ 
ﺭﻓﺖ ﺍﺯ ﺷﺮﺍﻳﻂ ﻓﻘﺮ ﺭﺍ ﺑﺮﺍﻱ ﻣﺪﺕ ﻃﻮﻻﻧﻲ ﺗﺮﻱ ﺩﺭ ﺷﺮﺍﻳﻂ 
ﺗﻬﻲ ﺩﺳﺘﻲ ﮔﺮﻓﺘﺎﺭ ﻣﻲ ﻛﻨﺪ. ﺩﺭ ﺍﻳﻦ ﻣﻘﺎﻟﻪ ﻣﺎ ﺳﻪ ﻫﺪﻑ ﺍﺻﻠﻲ 
ﺭﺍ ﺩﻧﺒﺎﻝ ﻣﻲ ﻛﻨﻴﻢ:
. 1 ﺑﺮﺭﺳﻲ ﻭﺿﻌﻴﺖ ﻋﺪﺍﻟﺖ ﺩﺭ ﺳﻼﻣﺖ ﺩﺭ ﺳﺎﻝ ﻫﺎﻱ ﮔﺬﺷﺘﻪ 
ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺷ ــﺎﺧﺺ ﻣﺸﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ 
)ICFF :xednI noitubirtnoC laicnaniF fo ssenriaF(.
. 2 ﺑﺮﺭﺳ ــﻲ ﺍﺛ ــﺮ ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﺳ ــﻼﻣﺖ ﺑﺮ ﻓﻘ ــﺮ ﺍﻓﺘﺼﺎﺩﻱ 
ﺧﺎﻧﻮﺍﺭﻫ ــﺎ ﻭ ﻣﺤﺎﺳ ــﺒﻪ ﺩﺭﺻ ــﺪﻱ ﺍﺯ ﺧﺎﻧﻮﺍﺭﻫ ــﺎ ﻛﻪ ﺑﺎ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ ﺑﻬﺪﺍﺷ ــﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻣﻮﺍﺟﻪ ﺍﻧﺪ. 
ﻣﻄﺎﺑﻖ ﺗﻌﺮﻳﻒ ﺳ ــﺎﺯﻣﺎﻥ ﺑﻬﺪﺍﺷﺖ ﺟﻬﺎﻧﻲ ﭼﻨﺎﻧﭽﻪ ﺳﻬﻢ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳ ــﻼﻣﺖ ﺩﺭ ﺑﻮﺩﺟﻪ ﺧﺎﻧﻮﺍﺭ )ﭘﺲ ﺍﺯ ﻛﺴ ــﺮ 
ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﺳ ــﻼﻣﺘﻲ( ﺍﺯ ﺭﻗﻢ 04 ﺩﺭﺻ ــﺪ ﺗﺠﺎﻭﺯ ﻛﻨﺪ، 
ﺧﺎﻧﻮﺍﺭ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳ ــﻒ ﺑﺎﺭ ﻳﺎ ﻛﻤﺮﺷ ــﻜﻦ ﺳ ــﻼﻣﺖ 
ﻣﻮﺍﺟﻪ ﺷﺪﻩ ﺍﺳﺖ.]3[
. 3 ﺷﻨﺎﺳ ــﺎﻳﻲ ﻭ ﺗﺤﻠﻴﻞ ﻣﺘﻐﻴﺮ ﻫﺎﻱ ﻛﻴﻔﻲ ﻭ ﻛﻤﻲ ﺍﺛﺮﮔﺬﺍﺭ ﺑﺮ 
ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺷ ــﺪﻥ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷﻜﻦ 
ﺳﻼﻣﺖ.
ﺑﺮﺭﺳﻲ ﺑﺮﺍﺑﺮﻱ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ...
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ﭘﻴﺸﻴﻨﻪ ﺗﺤﻘﻴﻖ
ﺩﺭ ﺳﺎﻝ 3002 ﺧﺎﻧﻢ ﻛﻲ ﺯﻭ ﻭ ﻫﻤﻜﺎﺭﺍﻧﺶ ﻫﺰﻳﻨﻪ ﻛﻤﺮﺷﻜﻦ 
ﺧﺎﻧﻮﺍﺭ ﺭﺍ ﺩﺭ ﻳﻚ ﺗﺤﻠﻴﻞ ﭼﻨﺪ ﻛﺸﻮﺭﻱ ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ ﻗﺮﺍﺭ 
ﺩﺍﺩﻧﺪ. ﺁﻥ ﻫﺎ ﺩﺍﺩﻩ ﻫﺎ ﺭﺍ ﺍﺯ ﺳﺮﺷ ــﻤﺎﺭﻱ ﻫﺰﻳﻨﻪ ﺧﺎﻧﻮﺍﺭ ﺩﺭ 95 
ﻛﺸﻮﺭ ﺑﻪ ﺩﺳﺖ ﺁﻭﺭﺩﻧﺪ ﻭ ﺑﻪ ﻭﺳﻴﻠﻪ ﺗﺤﻠﻴﻞ ﺭﮔﺮﺳﻴﻮﻧﻲ ﺍﺛﺮ 
ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﻮﺭﺩ ﻧﻈﺮ ﺭﺍ ﺑﺮ ﻫﺰﻳﻨﻪ ﻛﻤﺮﺷﻜﻦ ﺧﺎﻧﻮﺍﺭ ﺑﺮﺭﺳﻲ 
ﻛﺮﺩﻧﺪ. ﻫﻨﮕﺎﻣﻲ ﻛﻪ ﺳ ــﻬﻢ ﻣﺎﻟﻲ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺍﺯ ﻧﻈﺎﻡ ﺳﻼﻣﺖ 
)ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ ﻭﺩﺭﻣﺎﻧﻲ ﺧﺎﻧﻮﺍﺭ( ﺑﻴﺶ ﺍﺯ 04 ﺩﺭﺻﺪ 
ﺍﺯ ﻣﺨﺎﺭﺝ ﺧﺎﻧﻮﺍﺭ ﺭﺍ ﺷ ــﺎﻣﻞ ﺷﻮﺩ )ﺑﻌﺪ ﺍﺯ ﺣﺬﻑ ﻧﻴﺎﺯﻫﺎﻱ 
ﻣﻌﻴﺸ ــﺘﻲ( ﺧﺎﻧﻮﺍﺭﻫﺎ ﺩﺭ ﺩﺍﻡ ﻫﺰﻳﻨﻪ ﻛﻤﺮﺷ ــﻜﻦ ﻳﺎ ﺍﺳﻒ ﺑﺎﺭ 
ﻗ ــﺮﺍﺭ ﻣﻲ ﮔﻴﺮﻧﺪ.ﺁﻥ ﻫ ــﺎ ﺑﻪ ﺍﻳﻦ ﻧﺘﻴﺠﻪ ﺭﺳ ــﻴﺪﻧﺪ ﻛﻪ ﺳ ــﻬﻢ 
ﭘﺮﺩﺍﺧﺖ ﻫﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ ﺑﻪ ﺻ ــﻮﺭﺕ ﭘﺮﺩﺍﺧﺖ ﺍﺯ ﺟﻴﺐ 
ﮔﺴﺘﺮﻩ ﻭﺳ ــﻴﻊ ﻭ ﻣﺘﻨﻮﻋﻲ ﺩﺭ ﻣﻴﺎﻥ ﻛﺸﻮﺭﻫﺎ ﺩﺍﺭﺩ. ﺑﺎﻻﺗﺮﻳﻦ 
ﻧﺮﺥ ﻫﺎﻱ ﭘﺮﺩﺍﺧﺖ ﻛﻤﺮﺷ ــﻜﻦ ﺩﺭ ﺑﻌﻀﻲ ﺍﺯ ﻛﺸﻮﺭﻫﺎﻱ ﺩﺭ 
ﺣﺎﻝ ﮔﺬﺍﺭ ﻭ ﺁﻣﺮﻳﻜﺎﻱ ﺟﻨﻮﺑﻲ ﻗﺮﺍﺭ ﺩﺍﺷﺖ. ﺩﺭ ﺟﺪﻭﻝ )1( 
ﺗﻌﺪﺍﺩﻱ ﺍﺯ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﺁﻭﺭﺩﻩ ﺷﺪﻩ ﺍﺳﺖ.]4[
ﺩﺭ ﺳ ــﺎﻝ 7002 ﺍﻛﻤ ــﺎﻥ ﺍﺯ ﺳ ــﻮﺋﺪ ﺩﺭ ﻣﻄﺎﻟﻌ ــﻪ ﺧﻮﺩ 
ﭼﻨﺪ ﻧﺸ ــﺎﻧﻪ ﻏﻴﺮﻣﻌﻤﻮﻝ ﺍﺯ ﻳﻚ ﻛﺸ ــﻮﺭ ﺑﺎ ﺩﺭﺁﻣﺪ ﭘﺎﻳﻴﻦ ﺩﺭ 
ﻣﻮﺭﺩ ﭘﺮﺩﺍﺧﺖ ﻫﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ ﺳ ــﻼﻣﺖ ﻭ ﺑﻴﻤﻪ ﺳﻼﻣﺖ 
ﺁﻭﺭﺩﻩ ﺍﺳ ــﺖ. ﻫﺪﻑ ﻣﻄﺎﻟﻌﻪ، ﺗﺤﻠﻴ ــﻞ ﻛﻤﻲ ﻧﻘﺶ ﺑﻴﻤﻪ ﺩﺭ 
ﭘﺮﺩﺍﺧﺖ ﻫﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ ﺳﻼﻣﺖ ﺩﺭ ﻳﻚ ﻛﺸﻮﺭ ﺑﺎ ﺩﺭﺁﻣﺪ 
ﭘﺎﻳﻴﻦ ﻣﻲ ﺑﺎﺷﺪ. ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺍﺯ ﺁﺧﺮﻳﻦ ﺩﺍﺩﻩ ﻫﺎﻱ ﺑﻮﺩﺟﻪ ﻱ 
ﺧﺎﻧﻮﺍﺭ ﺩﺭ ﺯﺍﻣﺒﻴﺎ ﺍﺳﺘﻔﺎﺩﻩ ﻛﺮﺩﻩ ﺍﺳﺖ. ﻣﻬﻢ ﺗﺮﻳﻦ ﻧﺘﻴﺠﻪ ﺍﻳﻦ 
ﻣﻄﺎﻟﻌﻪ ﺑﺮﺧﻼﻑ ﺍﻧﺘﻈﺎﺭ ﺍﻳﻦ ﺑﻮﺩ ﻛﻪ ﺑﻴﻤﻪ ﺳﻼﻣﺖ، ﺭﻳﺴﻚ 
ﻗﺮﺍﺭ ﮔﺮﻓﺘﻦ ﺧﺎﻧﻮﺍﺭ ﺩﺭ ﺩﺍﻡ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷﻜﻦ ﺭﺍ ﻛﺎﻫﺶ 
ﻧﻤﻲ ﺩﻫﺪ.]5[
ﺩﺭ ﺍﻳ ــﺮﺍﻥ ﻧﻴﺰ ﺩﺭ ﺳ ــﺎﻝ ﻫﺎﻱ ﺍﺧﻴﺮ ﺍﻳ ــﻦ ﻣﻮﺿﻮﻉ ﻣﻮﺭﺩ 
ﺗﻮﺟﻪ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﺍﺳ ــﺖ، ﺑﻪ ﻃ ــﻮﺭﻱ ﻛﻪ ﺩﺭﻣﺎﺩﻩ 09 ﻗﺎﻧﻮﻥ 
ﺑﺮﻧﺎﻣﻪ ﭼﻬﺎﺭﻡ ﻋﻨﻮﺍﻥ ﺷ ــﺪﻩ ﺍﺳ ــﺖ:» ﺑﺮﺍﻱ ﺗﺄﻣﻴﻦ ﺩﺳﺘﺮﺳﻲ 
ﻋﺎﺩﻻﻧﻪ ﻣﺮﺩﻡ ﺑﻪ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷ ــﺘﻲ ﺩﺭﻣﺎﻧﻲ ﻭ ﻛﺎﺳ ــﺘﻦ ﺍﺯ 
ﺳ ــﻬﻢ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﻛﻢ ﺩﺭﺁﻣﺪ ﻭ ﺁﺳ ــﻴﺐ ﭘﺬﻳﺮ ﺩﺭ ﭘﺮﺩﺍﺧﺖ 
ﻫﺰﻳﻨﻪ ﻫﺎ، ﺗﻮﺯﻳﻊ ﻣﻨﺎﺑ ــﻊ ﻭﺍﻣﻜﺎﻧﺎﺕ ﺑﺎﻳﺪ ﺑﻪ ﻧﺤﻮﻱ ﺻﻮﺭﺕ 
ﮔﻴﺮﺩ ﻛﻪ ﺷﺎﺧﺺ ﻣﺸ ــﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﻣﺎﻟﻲ ﻣﺮﺩﻡ )ICFF( 
ﺑﻪ )09.0( ﺍﺭﺗﻘﺎء ﻳﺎﺑﺪ ﻭ ﺁﻥ ﭼﻪ ﻣﺮﺩﻡ ﺑﻪ ﻃﻮﺭ ﻣﺴ ــﺘﻘﻴﻢ )ﺍﺯ 
ﺟﻴﺐ ﺧﻮﺩ( ﻣﻲ ﭘﺮﺩﺍﺯﻧﺪ ﺑﻴﺶ ﺍﺯ 03 ﺩﺭﺻﺪ ﻧﺒﺎﺷﺪ.« ﺩﺭ ﺳﺎﻝ 
4831 ﭘﮋﻭﻫﺸ ــﻲ ﺩﺭ ﻭﺯﺍﺭﺕ ﺑﻬﺪﺍﺷﺖ، ﺩﺭﻣﺎﻥ ﻭ ﺁﻣﻮﺯﺵ 
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻫﻤﻜﺎﺭﺍﻥ
ﺟﺪﻭﻝ 1: ﺩﺭﺻﺪ ﺧﺎﻧﻮﺍﺭ ﻫﺎﻱ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ
ﺍﺳﻒ ﺑﺎﺭ ﺳﻼﻣﺖ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻣﻨﺘﺨﺐ
ﺩﺭﺻﺪ ﺧﺎﻧﻮﺍﺭ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺳﻼﻣﺖﻧﺎﻡ ﻛﺸﻮﺭ
77.5ﺁﺭژﺍﻧﺘﻴﻦ
51.7ﺁﺫﺭﺑﺎﻳﺠﺎﻥ
12.1ﺑﻨﮕﻼﺩﺵ
72.01ﺑﺮﺯﻳﻞ
00.2ﺑﻠﻐﺎﺭﺳﺘﺎﻥ
20.5ﻛﺎﻣﺒﻮﺝ
90.0ﻛﺎﻧﺎﺩﺍ
62.6ﻛﻠﻤﺒﻴﺎ
21.0ﻛﺎﺳﺘﺎﺭﻳﻜﺎ
54.01ﻭﻳﺘﻨﺎﻡ
70.0ﺩﺍﻧﻤﺎﺭﻙ
08.2ﻣﺼﺮ
13.0ﺍﺳﺘﻮﻧﻲ
44.0ﻓﻨﻼﻧﺪ
10.0ﻓﺮﺍﻧﺴﻪ
30.0ﺁﻟﻤﺎﻥ
03.1ﻏﻨﺎ
71.2ﻳﻮﻧﺎﻥ
02.0ﻣﺠﺎﺭﺳﺘﺎﻥ
03.0ﺍﻳﺴﻠﻨﺪ
62.1ﺍﻧﺪﻭﻧﺰﻱ
68.1ﺟﺎﻣﺎﺋﻴﻜﺎ
57.2ﻟﻴﺘﻮﺍﻧﻲ
71.5ﻟﺒﻨﺎﻥ
45.1ﻣﻜﺰﻳﻚ
71.0ﻣﺮﺍﻛﺶ
50.2ﻧﻴﻜﺎﺭﺍﮔﻮﺋﻪ
82.0ﻧﺮﻭژ
53.2ﭘﺎﻧﺎﻣﺎ
15.3ﭘﺎﺭﺍﮔﻮﺋﻪ
12.3ﭘﺮﻭ
87.0ﻓﻴﻠﻴﭙﻴﻦ
17.2ﭘﺮﺗﻐﺎﻝ
55.0ﺁﻣﺮﻳﻜﺎ
* ﻣﻨﺒﻊ: ﻛﻲ ﺯﻭ ﻭ ﻫﻤﻜﺎﺭﺍﻥ )3002(
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45
ﭘﺰﺷﻜﻲ ﺗﻮﺳﻂ ﻣﻬﻨﺪﺱ ﻣﻌﺎﻭﻥ ﺭﺿﻮﻱ ﻭ ﻫﻤﻜﺎﺭﺍﻧﺶ ﺍﺟﺮﺍ 
ﺷ ــﺪ، ﺑﺎ ﻋﻨﻮﺍﻥ: )ﻋﺪﺍﻟﺖ ﺩﺭ ﻣﺸﺎﺭﻛﺖ ﻣﺎﻟﻲ ﻧﻈﺎﻡ ﺳﻼﻣﺖ( 
ﺁﻥ ﻫﺎ ﺑﻪ ﺍﻳﻦ ﻧﺘﻴﺠﻪ ﺭﺳ ــﻴﺪﻧﺪ ﺩﺭ ﮔﺴﺘﺮﻩ ﺯﻣﺎﻧﻲ 8 ﺳﺎﻟﻪ 47 
ﺗﺎ 18 ﺷ ــﺎﺧﺺ ﻋﺪﺍﻟﺖ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟ ــﻲ ﺑﻴﺎﻧﮕﺮ ﻭﺿﻌﻴﺖ 
ﻧﺎﻣﻄﻠ ــﻮﺏ ﻋﺪﺍﻟﺖ ﺩﺭ ﻣﺸ ــﺎﺭﻛﺖ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺩﺭﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﻣﻲ ﺑﺎﺷﺪ. ﻫﻤﭽﻨﻴﻦ ﻫﺮ ﺳﺎﻟﻪ ﺣﺪﺍﻗﻞ 2 
ﺩﺭﺻﺪ ﺍﺯ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺑﻪ ﺩﻟﻴﻞ ﭘﺮﺩﺍﺧﺖ ﺍﺯ ﺟﻬﺖ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺩﺭﻣﺎﻧﻲ ﻛﻤﺮﺷﻜﻦ ﺑﻪ ﻭﺭﻃﺔ ﻓﻘﺮ ﻣﻲ ﺍﻓﺘﻨﺪ.]6[
ﺭﻭﺵ ﺑﺮﺭﺳﻲ
ﺩﺍﺩﻩ ﻫ ــﺎﻱ ﻣﻮﺭﺩ ﺍﺳ ــﺘﻔﺎﺩﻩ ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌ ــﻪ، ﺍﺯ ﻃﺮﺡ ﻧﻤﻮﻧﻪ 
ﮔﻴ ــﺮﻱ ﻫﺰﻳﻨ ــﻪ ﻭ ﺩﺭﺁﻣﺪ ﺧﺎﻧﻮﺍﺭ ﻛﻪ ﻫﻤﻪ ﺳ ــﺎﻟﻪ ﺗﻮﺳ ــﻂ 
ﻣﺮﻛﺰ ﺁﻣﺎﺭ ﺍﻳﺮﺍﻥ ﺍﺟﺮﺍ ﻣﻲ ﺷ ــﻮﺩ ﮔﺮﻓﺘﻪ ﺷﺪﻩ ﺍﻧﺪ. ﺗﻌﺪﺍﺩ ﻛﻞ 
ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﻧﻤﻮﻧﻪ ﺩﺭ ﺳ ــﺎﻝ 6831 ﺑﺎﻟﻎ ﺑﺮ 38213 ﺧﺎﻧﻮﺍﺭ 
ﺑﻮﺩﻩ ﻛﻪ ﺍﺯ ﺍﻳﻦ ﻣﻴﺎﻥ ﺗﻌﺪﺍﺩ 56261 ﺧﺎﻧﻮﺍﺭ ﺳ ــﺎﻛﻦ ﻣﻨﺎﻃﻖ 
ﺭﻭﺳ ــﺘﺎﻳﻲ ﻭ 91051 ﺧﺎﻧﻮﺍﺭ ﺳﺎﻛﻦ ﻣﻨﺎﻃﻖ ﺷﻬﺮﻱ ﻫﺴﺘﻨﺪ. 
ﺑ ــﻪ ﻣﻨﻈﻮﺭ ﺗﺤﻠﻴﻞ ﻭﺿﻌﻴﺖ ﻋﺪﺍﻟﺖ ﺩﺭ ﻣﺸ ــﺎﺭﻛﺖ ﻣﺎﻟﻲ ﺍﺯ 
ﺷﺎﺧﺺ »ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﻳﺎ ﻛﻤﺮﺷﻜﻦ ﺧﺪﻣﺎﺕ ﺩﺭﻣﺎﻧﻲ 
ﻭ ﺑﻬﺪﺍﺷ ــﺘﻲ« ﻣﻄﺮﺡ ﻣﻲ ﮔﺮﺩﺩ.ﺑﺮﺍﻱ ﺗﺒﻴﻴﻦ ﺍﻳﻦ ﻣﻮﺿﻮﻉ ﺍﺯ 
ﺷ ــﺎﺧﺺ hptcpoo ﻛﻪ ﺑﺮﺍﻱ ﻫﺮ ﺧﺎﻧﻮﺍﺭ ﺑﺮ ﺍﺳﺎﺱ ﻧﺴﺒﺖ 
ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﺑﻬﺪﺍﺷ ــﺖ ﻭ ﺩﺭﻣﺎﻥ ﺑﻪ ﻇﺮﻓﻴ ــﺖ ﭘﺮﺩﺍﺧﺖ ﻫﺮ 
ﺧﺎﻧﻮﺍﺭ ﺗﻌﺮﻳﻒ ﻣﻲ ﺷﻮﺩ، ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪﻩ ﺍﺳﺖ.
ﺩﺭ ﺍﻳ ــﻦ ﻣﻄﺎﻟﻌﻪ، ﻋﺒ ــﺎﺭﺕ  )POO( tekcoP fO tuO 
ﻫﻤﺎﻥ ﭘﺮﺩﺍﺧﺖ ﺍﺯ ﺟﻴﺐ ﺍﺳﺖ ﻭ ﻋﺒﺎﺭﺕ yaP ot yticapaC 
 )PTC( ﺑ ــﻪ ﻇﺮﻓﻴﺖ ﭘﺮﺩﺍﺧﺖ ﻳﺎ ﺗ ــﻮﺍﻥ ﭘﺮﺩﺍﺧﺖ ﺗﺮﺟﻤﻪ 
ﺷﺪﻩ ﺍﺳﺖ. ﻇﺮﻓﻴﺖ ﭘﺮﺩﺍﺧﺖ ﺧﺎﻧﻮﺍﺭ ﻋﺒﺎﺭﺕ ﺍﺳﺖ ﺍﺯ ﻛﻞ 
ﺩﺭﺁﻣﺪ ﻣﺎﺯﺍﺩ ﺑﺮ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺣﺪﺍﻗﻞ ﻣﻌﺎﺵ.
ﺑﺎﻻ ﺭﻓﺘﻦ ﺍﻳﻦ ﺷ ــﺎﺧﺺ ﺑﻪ ﺍﻳﻦ ﻣﻌﻨﻲ ﺍﺳﺖ ﻛﻪ ﺧﺎﻧﻮﺍﺭ 
ﺑ ــﻪ ﻧﺎﭼﺎﺭ ﻣﺠﺒﻮﺭ ﺍﺳ ــﺖ ﻣﻴﺰﺍﻧﻲ ﺑﻴﺶ ﺍﺯ ﺣ ــﺪ ﺍﺯ ﻇﺮﻓﻴﺖ 
ﭘﺮﺩﺍﺧ ــﺖ ﺧﻮﺩ ﺭﺍ ﺟﻬﺖ ﻧﮕﺎﻫﺪﺍﺷ ــﺖ ﺳ ــﻄﺢ ﻣﻨﺎﺳ ــﺐ 
ﺳ ــﻼﻣﺖ ﻭ ﺩﺭﻣﺎﻥ ﺍﻋﻀﺎﻱ ﺧﺎﻧﻮﺍﺩﻩ ﻫﺰﻳﻨ ــﻪ ﻛﻨﺪ.ﺑﻪ ﻫﻤﻴﻦ 
ﻣﻨﻈ ــﻮﺭ ﺑ ــﺮﺍﻱ ﺍﻳﻦ ﺷ ــﺎﺧﺺ ﻳ ــﻚ ﺣﺪ ﺑﺤ ــﺮﺍﻥ ﺗﻌﺮﻳﻒ 
ﻣﻲ ﺷﻮﺩ، ﻛﻪ ﺗﺠﺎﻭﺯ ﺍﺯ ﺍﻳﻦ ﺣﺪ ﺑﺤﺮﺍﻧﻲ ﺭﺍ ﺑﻪ ﻋﻨﻮﺍﻥ ﺣﺎﻟﺖ 
ﺍﺳ ــﻒ ﺑﺎﺭ ﻭ ﻛﻤﺮﺷ ــﻜﻦ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺖ ﻭ 
ﺩﺭﻣ ــﺎﻥ ﻧﺎﻣﻴﺪﻩ ﺍﻧﺪ.ﻣﺘﺨﺼﺼﻴﻦ ﺍﻗﺘﺼﺎﺩ ﺑﻬﺪﺍﺷ ــﺖ ﻭ ﻣﺮﺍﺟﻊ 
ﺑﻴﻦ ﺍﻟﻤﻠﻠ ــﻲ ﺑﻨﺎ ﺑﻪ ﻣﻄﺎﻟﻌﺎﺕ ﻭ ﺗﺠﺮﺑﻴﺎﺕ ﺍﻳﻦ ﻣﺮﺯ ﺑﺤﺮﺍﻥ ﺭﺍ 
ﺩﺭ ﺣﺪ 04 ﺩﺭﺻﺪ ﺗﻌﻴﻴﻴﻦ ﻧﻤﻮﺩﻩ ﺍﻧﺪ. ﺍﺯ ﺷ ــﺎﺧﺺ ﻣﻲ ﺗﻮﺍﻥ 
ﺷ ــﺎﺧﺺ ﺩﻳﮕﺮ ﺍﺭﺯﻳﺎﺑﻲ ﻋﺪﺍﻟﺖ ﺩﺭ ﻣﺸ ــﺎﺭﻛﺖ ﻣﺎﻟﻲ ﻳﻌﻨﻲ 
)ICFF( ﺭﺍ ﺑﻪ ﺩﺳ ــﺖ ﺁﻭﺭﺩ. ﺩﺍﻣﻨﻪ ﺗﻐﻴﻴﺮﺍﺕ ﺍﻳﻦ ﺷ ــﺎﺧﺺ 
ﺑﻴﻦ ﺻﻔﺮ ﻭ ﻳﻚ ﺍﺳ ــﺖ ﻭ ﻫﺮ ﭼﻪ ﺑﻪ ﻋﺪﺩ 1 ﻧﺰﺩﻳﻜﺘﺮ ﺑﺎﺷﺪ 
ﮔﻮﻳﺎﻱ ﺷﺮﺍﻳﻂ ﻋﺎﺩﻻﻧﻪ ﺗﺮ ﺩﺭ ﻣﺸﺎﺭﻛﺖ ﻣﺎﻟﻲ ﺍﺳﺖ.]7[
)1(
ﻛﻪ ﺩﺭ ﺁﻥ ICFF ﺷﺎﺧﺺ ﻣﺸﺎﺭﻛﺖ ﻣﺎﻟﻲ ﻋﺎﺩﻻﻧﻪ ﻣﻲ ﺑﺎﺷﺪ 
ﻭ optcpoo ﺣﺎﺻﻞ ﺗﻘﺴﻴﻢ ﻣﺠﻤﻮﻉ ﭘﺮﺩﺍﺧﺖ ﺍﺯ ﺟﻴﺐ ﺍﻓﺮﺍﺩ 
ﺟﺎﻣﻌﻪ ﺑﺮﺍﻱ ﺧﺪﻣ ــﺎﺕ ﺩﺭﻣﺎﻧﻲ )poo( ﺑﺮ ﻣﺠﻤﻮﻉ ﻇﺮﻓﻴﺖ 
ﭘﺮﺩﺍﺧﺖ ﺁﻧﻬﺎ )ptc( ﺍﺳ ــﺖ ﻭ hptcpoo ﻧﺴﺒﺖ ﭘﺮﺩﺍﺧﺖ ﺍﺯ 
ﺟﻴﺐ ﺧﺎﻧﻮﺍﺭ h ﺑﻪ ﻇﺮﻓﻴﺖ ﭘﺮﺩﺍﺧﺖ ﺁﻥ ﺧﺎﻧﻮﺍﺭ ﻣﻲ ﺑﺎﺷ ــﺪ. 
ﺍﻟﺒﺘﻪ ﺑﺎﻳﺪ ﺗﻮﺟﻪ ﺩﺍﺷﺖ ﻛﻪ ﻣﻮﺍﺭﺩﻱ ﻣﺎﻧﻨﺪ ﻫﺰﻳﻨﻪ ﻱ ﺻﺮﻑ ﻏﺬﺍ 
ﺩﺭ ﺑﻴﻤﺎﺭﺳﺘﺎﻥ ﻭ ﻫﺰﻳﻨﻪ ﺣﻤﻞ ﻭ ﻧﻘﻞ ﺑﻴﻤﺎﺭ ﺑﻪ ﺑﻴﻤﺎﺭﺳﺘﺎﻥ ﺍﺯ 
ﺳﺮﺟﻤﻊ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺩﺭﻣﺎﻧﻲ ﭘﺮﺩﺍﺧﺘﻲ ﺧﺎﻧﻮﺍﺭ ﻛﻨﺎﺭ ﮔﺬﺍﺷﺘﻪ 
ﻣﻲ ﺷﻮﻧﺪ. ﺩﺭ ﻧﻬﺎﻳﺖ، hW ﻭﺯﻧﻲ ﺍﺳﺖ ﻛﻪ ﺑﻪ ﻣﻨﻈﻮﺭ ﺗﻌﺪﻳﻞ 
ﻧﻤﻮﺩﻥ ﻧﻤﻮﻧﻪ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻭﻳﮋﮔﻲ ﻫﺎﻱ ﺟﺎﻣﻌﻪ ﺟﻬﺖ ﺗﻠﻔﻴﻖ 
ﻣﺸ ــﺎﻫﺪﺍﺕ ﺑﺮﺍﻱ ﺍﺭﺍﺋﻪ ﻱ ﺗﺤﻠﻴﻞ ﺩﺭ ﺳﻄﺢ ﻣﻠﻲ، ﺑﻪ ﻓﺮﻣﻮﻝ 
ﻣﺤﺎﺳﺒﻪ ﺷ ــﺎﺧﺺ ﺍﺿﺎﻓﻪ ﻣﻲ ﺷ ــﻮﺩ. ﻋﺒﺎﺭﺕ ﺯﻳﺮ ﺭﺍﺩﻳﻜﺎﻝ 
ﺩﺭ ﺍﻳﻦ ﻓﺮﻣﻮﻝ، ﺑﻲ ﺷ ــﺒﺎﻫﺖ ﺑﻪ ﻣﺤﺎﺳ ــﺒﻪ ﻭﺍﺭﻳﺎﻧﺲ ﺁﻣﺎﺭﻱ 
ﻧﻴﺴﺖ. ﺑﻨﺎﺑﺮﺍﻳﻦ، ﺁﻧﭽﻪ ﻛﻪ ﭘﺲ ﺍﺯ ﻣﺤﺎﺳﺒﻪ ﻋﺪﺩﻱ ﺭﺍﺩﻳﻜﺎﻝ 
ﺑﻪ ﺩﺳ ــﺖ ﻣﻲ ﺁﻳﺪ، ﺑﻪ ﻧﻮﻋﻲ ﺑﻴﺎﻧﮕﺮ ﻣﻴﺰﺍﻥ ﭘﺮﺍﻛﻨﺪﮔﻲ ﻭ ﻳﺎ ﺑﻪ 
ﻋﺒﺎﺭﺗﻲ ﻋﺪﻡ ﺗﻌﺎﺩﻝ ﻭ ﺑﻲ ﻋﺪﺍﻟﺘﻲ ﺩﺭ ﻣﺸﺎﺭﻛﺖ ﻣﺎﻟﻲ ﺍﺳﺖ. 
ﺑﻪ ﻫﻤﻴﻦ ﺩﻟﻴﻞ، ﺑﺎ ﻛﺴ ــﺮ ﻧﻤﻮﺩﻥ ﺍﻳﻦ ﻋﺪﺩ ﺍﺯ 1 ﻣﻲ ﺗﻮﺍﻥ ﺑﻪ 
ﺷ ــﺎﺧﺺ ﻋﺪﺍﻟﺖ ﺩﺭ ﻣﺸﺎﺭﻛﺖ ﻣﺎﻟﻲ ﻳﻌﻨﻲ ICFF ﺭﺳﻴﺪ. ﺑﺎ 
ﺗﻮﺟﻪ ﺑﻪ ﻓﺮﻣﻮﻝ ﻓ ــﻮﻕ، ﺩﺍﻣﻨﻪ ﺗﻐﻴﻴﺮﺍﺕ ICFF ﺑﻴﻦ ﺣﺪﺍﻗﻞ 
ﺻﻔﺮ ﻭ ﺣﺪﺍﻛﺜﺮ ﻳﻚ ﻣﻲ ﺑﺎﺷ ــﺪ ﻛﻪ ﻫﺮﭼﻪ ﻣﻴﺰﺍﻥ ﺁﻥ ﺑﻪ ﻳﻚ 
ﻧﺰﺩﻳﻜﺘﺮ ﺑﺎﺷﺪ، ﮔﻮﻳﺎﻱ ﺷﺮﺍﻳﻂ ﻋﺎﺩﻻﻧﻪ ﺗﺮ ﺩﺭ ﻣﺸﺎﺭﻛﺖ ﻣﺎﻟﻲ 
ﺍﺳﺖ.]8[ ﺗﺤﻠﻴﻞ ﺩﻗﻴﻖ ﺷﺎﺧﺺ ﻋﺪﺍﻟﺖ ﻭ ﺑﺮﺭﺳﻲ ﺭﺧﺪﺍﺩ 
ﺣﺎﻟﺖ ﺍﺳﻒ ﺑﺎﺭ ﺗﺄﻣﻴﻦ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺘﻲ ﺑﺪﻭﻥ ﺷﻨﺎﺳﺎﻳﻲ 
ﺍﻗﺸ ــﺎﺭ ﻭ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﻫﺪﻑ ﻣﻤﻜﻦ ﻧﻴﺴﺖ. ﺑﻨﺎﺑﺮﺍﻳﻦ ﻻﺯﻡ 
ﺍﺳ ــﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﺭﺍ ﻛﻪ ﺍﺣﺘﻤﺎﻝ ﺭﺧﺪﺍﺩ ﺣﺎﻟﺖ ﺍﺳﻒ ﺑﺎﺭ 
ﺩﺭ ﺁﻧﺎﻥ ﺑﻴﺸ ــﺘﺮ ﺍﺯ ﺳﺎﻳﺮﻳﻦ ﺍﺳ ــﺖ، ﺣﺘﻲ ﺍﻻﻣﻜﺎﻥ ﺑﺮﺍﺳﺎﺱ 
ﻣﺸ ــﺨﺼﻪ ﻫﺎﻱ ﺍﻗﺘﺼﺎﺩﻱ ﻭ ﺍﺟﺘﻤﺎﻋﻲ ﺷﺎﻥ ﺷﻨﺎﺳﺎﻳﻲ ﻧﻤﻮﺩ. 
ﺍﺯ ﻣﻴﺎﻥ ﻣﺪﻝ ﻫﺎﻱ ﺁﻣﺎﺭﻱ ﻭ ﺍﻗﺘﺼﺎﺩﺳ ــﻨﺠﻲ ﺭﺍﻳﺞ ﻭ ﻣﺮﺗﺒﻂ 
ﺑﺎ ﻣﻮﺿﻮﻉ، ﺍﻳ ــﻦ ﻣﻄﺎﻟﻌﻪ ﺍﺯ ﻣﺪﻝ ﻻﺟﻴ ــﺖ )tigoL( ﺑﺮﺍﻱ 
ﺑﺮﺭﺳﻲ ﺑﺮﺍﺑﺮﻱ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ...
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ﺑﺮﺭﺳ ــﻲ ﺍﺛﺮ ﻣﺘﻐﻴﺮﻫﺎﻱ ﺍﻗﺘﺼ ــﺎﺩﻱ ﻭ ﺍﺟﺘﻤﺎﻋﻲ ﺑﺮ ﺍﺣﺘﻤﺎﻝ 
ﻗ ــﺮﺍﺭ ﮔﺮﻓﺘﻦ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺩﺭ ﻣﻌﺮﺽ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ 
ﺑﻬﺮﻩ ﻣﻲ ﺑﺮﺩ. ﺩﺭ ﺍﻳﻦ ﻣﺪﻝ ﻫﺎ ﻣﺘﻐﻴﺮ ﻭﺍﺑﺴ ــﺘﻪ ﻣﻘﺎﺩﻳﺮ ﺻﻔﺮ ﻭ 
ﻳﻚ ﺭﺍ ﺍﺧﺘﻴﺎﺭ ﻣﻲ ﻛﻨﺪ. ﻣﺘﻐﻴﺮ ﺻﻔﺮ ﻭ ﻳﻚ ﻭﺍﺑﺴ ــﺘﻪ ﺩﺭ ﺍﻳﻦ 
ﻣﺪﻝ ﺑﻪ ﮔﻮﻧﻪ ﺍﻱ ﺗﻌﺮﻳﻒ ﺷ ــﺪﻩ ﻛ ــﻪ ﺑﺮﺍﻱ ﺧﺎﻧﻮﺍﺭ ﻣﻮﺍﺟﻪ ﺑﺎ 
ﺣﺎﻟﺖ ﺍﺳ ــﻒ ﺑﺎﺭ ﻣﻘﺪﺍﺭ ﻳﻚ ﻭ ﺑﺮﺍﻱ ﺳﺎﻳﺮ ﺧﺎﻧﻮﺍﺭﻫﺎ ﻣﻘﺪﺍﺭ 
ﺻﻔﺮ ﺭﺍ ﻣﻲ ﭘﺬﻳﺮﺩ. ﺍﻳﻦ ﻣﺘﻐﻴﺮ ﺑﺎ ﻧﻤﺎﺩ ataC ﻳﺎ )4ptcpooG( 
ﺩﺭ ﻣﺪﻝ ﻣﺸﺨﺺ ﺷﺪﻩ ﺍﺳ ــﺖ ﺑﻪ ﻃﻮﺭﻱ ﻛﻪ ﺑﺮﺍﻱ ﺧﺎﻧﻮﺍﺭ 
h ﺍﻡ ﺩﺍﺭﻳﻢ:
)2(
ﻛﻪ ﺩﺭ ﺁﻥ hptcpoo ﻧﻤﺎﻳﺎﻧﮕﺮ ﺳ ــﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ 
ﺍﺯ ﺑﻮﺩﺟﻪ ﺧﺎﻧﻮﺍﺭ ﺑﻌﺪ ﺍﺯ ﻛﺴ ــﺮ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻣﻌﻴﺸ ــﺘﻲ ﺑﺮﺍﻱ 
ﺧﺎﻧ ــﻮﺍﺭ h ﺍﻡ ﺍﺳ ــﺖ. ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﺴ ــﺘﻘﻞ ﺩﺭ ﻣ ــﺪﻝ ﻧﻴﺰ ﺑﻪ 
ﺻﻮﺭﺕ ﺯﻳﺮ ﺗﻌﺮﻳﻒ ﻭ ﻧﻤﺎﻳﺶ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﻧﺪ:
- rU ﺑ ــﺮﺍﻱ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺭﻭﺳ ــﺘﺎﻳﻲ ﻣﻘ ــﺪﺍﺭ ﺻﻔﺮ ﻭ ﺑﺮﺍﻱ 
ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺷﻬﺮﻱ ﻣﻘﺪﺍﺭ ﻳﻚ ﺭﺍ ﺍﺧﺘﻴﺎﺭ ﻣﻲ ﻛﻨﺪ.
- xeS ﻣﺘﻐﻴﺮ ﺟﻨﺴ ــﻴﺖ ﺳﺮﭘﺮﺳ ــﺖ ﺧﺎﻧﻮﺍﺭ ﺑﻮﺩﻩ ﻛﻪ ﺑﺮﺍﻱ 
ﺳﺮﭘﺮﺳﺖ ﻣﺮﺩ ﺻﻔﺮ ﻭ ﺑﺮﺍﻱ ﺳﺮﭘﺮﺳﺖ ﺯﻥ ﻳﻚ ﻣﻲ ﺑﺎﺷﺪ.
- MUN_06PU ﺗﻌﺪﺍﺩ ﺍﻓﺮﺍﺩ ﻣﺴﻦ ﺑﺎﻻﻱ 06 ﺳﺎﻝ ﺧﺎﻧﻮﺍﺭ 
ﺭﺍ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ.
- 21woleB ﺗﻌﺪﺍﺩ ﺍﻓﺮﺍﺩ ﺯﻳﺮ 21 ﺳ ــﺎﻝ ﺧﺎﻧﻮﺍﺭ ﺭﺍ ﻧﺸ ــﺎﻥ 
ﻣﻲ ﺩﻫﺪ.
- noitacudE ﺑ ــﺮﺍﻱ ﺧﺎﻧ ــﻮﺍﺭ ﺑﺎ ﺳﺮﭘﺮﺳ ــﺖ ﺑﻲ ﺳ ــﻮﺍﺩ ﻭ 
ﻛﻢ ﺳ ــﻮﺍﺩ ﻣﻘﺪﺍﺭ ﻳﻚ ﻭ ﺑﺮﺍﻱ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺑﺎ ﺳﺮﭘﺮﺳ ــﺖ ﺑﺎ 
ﺳﻮﺍﺩ ﻣﻘﺪﺍﺭ ﺩﻭ ﺭﺍ ﺍﺧﺘﻴﺎﺭ ﻣﻲ ﻛﻨﺪ. 
- H_boJ ﺑﺮﺍﻱ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺳﺮﭘﺮﺳ ــﺖ ﺁﻧﺎﻥ ﺷ ــﺎﻏﻞ 
ﺍﺳ ــﺖ ﻣﻘﺪﺍﺭ ﻳﻚ ﻭ ﺑﺮﺍﻱ ﺳ ــﺎﻳﺮ ﺧﺎﻧﻮﺍﺭﻫﺎ ﻣﻘﺪﺍﺭ ﺻﻔﺮ ﺭﺍ 
ﺩﺍﺭﺩ )ﺑﺎﻳﺪ ﺗﻮﺟﻪ ﺩﺍﺷ ــﺖ ﻛﻪ ﺩﺭ ﭘﺮﺳﺸﻨﺎﻣﻪ ﺑﻮﺩﺟﻪ ﺧﺎﻧﻮﺍﺭ 
ﺍﻳﻦ ﺩﺳﺘﻪ ﺑﻨﺪﻱ ﺑﻪ ﺷﺶ ﮔﺮﻭﻩ ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺍﺳﺖ ﻛﻪ ﺩﺭ ﺍﻳﻦ 
ﺟﺎ ﺑﺮﺍﻱ ﺗﻌﺮﻳﻒ ﻣﺘﻐﻴﺮ ﻣﻮﻫﻮﻣﻲ ﺁﻥ ﭘﻨﺞ ﮔﺮﻭﻫﻲ ﻛﻪ ﺷﺎﻏﻞ 
ﻧﻴﺴﺘﻨﺪ ﺭﺍ ﺑﺎ ﺻﻔﺮ ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺍﻳﻢ(.
- mun_yolpmE ﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﺷﺎﻏﻞ ﻭ ﺻﺎﺣﺐ ﺩﺭﺁﻣﺪ 
ﺧﺎﻧﻮﺍﺭ ﺭﺍ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ.
- ecnarusnI ﺑ ــﺮﺍﻱ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺑﻴﻤﻪ ﺷ ــﺪﻩ ﻣﻘﺪﺍﺭ ﻳﻚ ﻭ 
ﺑﺮﺍﻱ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺑﺪﻭﻥ ﺑﻴﻤﻪ ﺩﺭﻣﺎﻥ ﻣﻘﺪﺍﺭ ﺻﻔﺮ ﺭﺍ ﺩﺍﺭﺩ.
- pxeqE ﻣﻘ ــﺪﺍﺭ ﺭﻳﺎﻟ ــﻲ ﻫﺰﻳﻨﻪ ﻣﻌﺎﺩﻝ ﺳ ــﺮﺍﻧﻪ ﺧﺎﻧﻮﺍﺭ ﺭﺍ 
ﺑﻪ ﻋﻨﻮﺍﻥ ﺷ ــﺎﺧﺺ ﺭﻓﺎﻩ ﻭ ﺗﻮﺍﻥ ﺍﻗﺘﺼﺎﺩﻱ ﺧﺎﻧﻮﺍﺭ ﻧﺸ ــﺎﻥ 
ﻣﻲ ﺩﻫﺪ )ﺣﺎﺻﻞ ﺗﻘﺴ ــﻴﻢ ﻫﺰﻳﻨﻪ ﻛﻞ ﻣﺎﻫﻴﺎﻧﻪ ﺑﺮ ﺑﻌﺪ ﻣﻌﺎﺩﻝ 
ﺧﺎﻧﻮﺍﺭ(.
- ezisqE ﺑﻌﺪ ﺗﻌﺪﻳﻞ ﺷ ــﺪﻩ ﺧﺎﻧ ــﻮﺍﺭ ﺭﺍ ﻧﻤﺎﻳﺶ ﻣﻲ ﺩﻫﺪ. 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺧﺎﻧﻮﺍﺭ ﺑﺎ ﺍﻓﺰﺍﻳﺶ ﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﺧﺎﻧﻮﺍﺭ ﺑﻪ ﻃﻮﺭ 
ﻏﻴﺮﺧﻄ ــﻲ ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﻳﺎﺑﻨﺪ. ﺑﺮﺍﻱ ﻣﺜ ــﺎﻝ ﺍﮔﺮ ﻫﺰﻳﻨﻪ ﺍﺟﺎﺭﻩ 
ﻣﺴ ــﻜﻦ ﺑﺮﺍﻱ ﻳﻚ ﺧﺎﻧﻮﺍﺭ ﺗﻚ ﻧﻔﺮﻩ ﻳﻚ ﻣﻴﻠﻴﻮﻥ ﺭﻳﺎﻝ ﺩﺭ 
ﻣﺎﻩ ﺑﺎﺷ ــﺪ ﺑﺮﺍﻱ ﺧﺎﻧﻮﺍﺭ ﺩﻭ ﻧﻔﺮﻩ ﺍﺣﺘﻤ ــﺎﻻ ً2 ﻣﻴﻠﻴﻮﻥ ﺭﻳﺎﻝ 
ﻧﻴﺴ ــﺖ، ﻳﻌﻨﻲ ﺑﺎ ﺑﺎﻻ ﺭﻓﺘﻦ ﻣﻘﻴﺎﺱ، ﺑﻪ ﺩﻟﻴﻞ ﺻﺮﻓﻪ ﺟﻮﻳﻲ، 
ﻛﻞ ﻫﺰﻳﻨﻪ ﻫﺎ ﺳﺮﺷ ــﻜﻦ ﺷ ــﺪﻩ ﻭ ﻛﺎﻫﺶ ﻣﻲ ﻳﺎﺑﺪ. ﻣﻄﺎﻟﻌﺎﺕ 
ﺗﺠﺮﺑﻲ ﺭﻭﻱ ﺩﺍﺩﻩ ﻫﺎﻱ 95 ﻛﺸ ــﻮﺭ، ﻓﺮﻣﻮﻝ ﻏﻴﺮﺧﻄﻲ ﺯﻳﺮ 
ﺭﺍ ﺑﻪ ﻋﻨﻮﺍﻥ ﺑﻌﺪ ﻣﻌﺎﺩﻝ ﺑﻪ ﺟﺎﻱ ﺑﻌﺪ ﺷ ــﻤﺎﺭﺵ ﺧﺎﻧﻮﺍﺭ ﺑﻪ 
ﺩﺳﺖ ﺩﺍﺩﻩ ﺍﺳﺖ]9[:
)3(
ﻛﻪ ﺩﺭ ﺁﻥ hezishh ﺑﻌﺪ ﻭﺍﻗﻌﻲ ﺷ ــﻤﺎﺭﺵ ﺧﺎﻧﻮﺍﺭ ﻭ ﭘﺎﺭﺍﻣﺘﺮ 
ﺗﻮﺍﻥ B )ﺑﺘﺎ( ﺑﺮﺍﺳﺎﺱ ﺗﺨﻤﻴﻦ ﻫﺎﻱ ﺗﺠﺮﺑﻲ 65.0 ﺍﺳﺖ.
- egairraM ﺻﻔ ــﺮ ﺑﺮﺍﻱ ﻣﺠﺮﺩ ﻭ ﻳﻚ ﺑﺮﺍﻱ ﺳﺮﭘﺮﺳ ــﺖ 
ﻣﺘﺄﻫﻞ ﺍﺳﺖ. 
- aerareP ﺳ ــﺮﺍﻧﻪ ﺯﻳﺮﺑﻨ ــﺎﻱ ﻣﻨﺎﺯﻝ ﻣﺴ ــﻜﻮﻧﻲ ﺭﺍ ﻧﺸ ــﺎﻥ 
ﻣﻲ ﺩﻫﺪ.
- knaR ﺷ ــﻤﺎﺭﻩ ﺩﻫ ــﻚ ﻫﺰﻳﻨ ــﻪ ﺍﻱ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺭﺍ ﻧﺸ ــﺎﻥ 
ﻣﻲ ﺩﻫﺪ.
- egA ﺳﻦ ﺳﺮﭘﺮﺳﺖ ﺧﺎﻧﻮﺍﺭ ﺭﺍ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ.
ﻣﺰﻳﺖ ﺍﻳﻦ ﭘﮋﻭﻫﺶ ﻧﺴ ــﺒﺖ ﺑﻪ ﻣﻄﺎﻟﻌﺎﺕ ﻗﺒﻠﻲ ﺩﺭ ﺍﻳﻦ 
ﺍﺳﺖ ﻛﻪ ﺍﺯ ﻳﻚ ﻣﺪﻝ ﺍﻗﺘﺼﺎﺩ ﺳﻨﺠﻲ ﺑﺎ ﻣﺠﻤﻮﻋﻪ ﮔﺴﺘﺮﺩﻩ ﺍﻱ 
ﺍﺯ ﻣﺘﻐﻴﺮﻫ ــﺎﻱ )ﻛﻤﻲ ﻭ ﻛﻴﻔ ــﻲ( ﺗﻮﺿﻴﺤﻲ ﺑﺮﺍﻱ ﺗﺨﻤﻴﻦ ﻭ 
ﺗﺤﻠﻴﻞ ﺍﺛﺮﺍﺕ ﻧﻬﺎﻳﻲ ﻣﺘﻐﻴﺮﻫﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪﻩ ﺍﺳﺖ.
ﻳﺎﻓﺘﻪ ﻫﺎ
ﺭﻭﻧﺪ ﺷﺎﺧﺺ ﻫﺎﻱ ﻧﺎﺑﺮﺍﺑﺮﻱ ﺩﺭ ﺷﻬﺮﻫﺎ ﻭ ﺭﻭﺳﺘﺎﻫﺎ
ﻧﻤﻮﺩﺍﺭ 1 ﻭﺿﻌﻴﺖ ﺷ ــﺎﺧﺺ ﻣﺸﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﺩﺭ ﺗﺄﻣﻴﻦ 
ﻣﺎﻟﻲ ﺳ ــﻼﻣﺖ )ICFF( ﺭﺍ ﻃﻲ ﺳ ــﺎﻝ ﻫﺎﻱ 2831 ﺗﺎ 6831 
ﺑﻪ ﺗﻔﻜﻴﻚ ﻣﻨﺎﻃﻖ ﺷﻬﺮﻱ، ﺭﻭﺳ ــﺘﺎﻳﻲ ﻭ ﻛﻞ ﻛﺸﻮﺭ، ﻧﺸﺎﻥ 
ﻣﻲ ﺩﻫﺪ. ﺑﺮ ﺍﺳ ــﺎﺱ ﺍﻳﻦ ﺑﺮﺁﻭﺭﺩﻫﺎ، ﻭﺿﻌﻴﺖ ﺷ ــﺎﺧﺺ ﺩﺭ 
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻫﻤﻜﺎﺭﺍﻥ
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ﺑﺮﺭﺳﻲ ﺑﺮﺍﺑﺮﻱ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ...
ﻣﻨﺎﻃﻖ ﺷ ــﻬﺮﻱ ﺍﺯ ﺳﺎﻝ 2831 ﺗﺎ 5831 ﺍﻧﺪﻛﻲ ﺑﻬﺒﻮﺩ ﻳﺎﻓﺘﻪ 
ﻭ ﺳﭙﺲ ﺑﺎ ﻛﺎﻫﺶ ﺟﺰﻳﻲ ﻣﻌﺎﺩﻝ 310.0، ﺍﺯ 458.0 ﺩﺭ ﺳﺎﻝ 
5831 ﺑﻪ 148.0 ﺩﺭ ﺳﺎﻝ 6831ﺭﺳﻴﺪﻩ ﺍﺳﺖ. ﺍﻳﻦ ﺷﺎﺧﺺ 
ﺩﺭ ﻣﻨﺎﻃﻖ ﺭﻭﺳ ــﺘﺎﻳﻲ ﻧﻴﺰ ﺑﺎ ﺁﻫﻨﮕﻲ ﻛﻨﺪ ﺍﺯ 228.0 ﺩﺭ ﺳﺎﻝ 
2831 ﺑﻪ 428.0 ﺩﺭ ﺳﺎﻝ 6831 ﻛﺎﻫﺶ ﻳﺎﻓﺘﻪ ﺍﺳﺖ. ﭼﻨﻴﻦ 
ﺭﻭﻧﺪﻱ ﺑﻪ ﻣﻌﻨﻲ ﻧﺎﻋﺎﺩﻻﻧﻪ ﺗﺮ ﺷﺪﻥ ﻭﺿﻌﻴﺖ ﺗﻮﺯﻳﻊ ﺑﺎﺭ ﻣﺎﻟﻲ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺩﺭﻣﺎﻧﻲ ﺍﺳ ــﺖ. ﻧﺘﺎﻳﺞ ﻣﺬﻛﻮﺭ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ ﻛﻪ 
ﺳﻴﺎﺳ ــﺖ ﻫﺎﻱ ﺑﺨﺶ ﺳﻼﻣﺖ ﺩﺭ ﻃﻲ ﺍﻳﻦ ﺳﺎﻝ ﻫﺎ ﻧﺘﻮﺍﻧﺴﺘﻪ 
ﺍﺳﺖ ﻛﻤﻜﻲ ﺑﻪ ﺑﻬﺒﻮﺩ ﺷﺎﺧﺺ ﻣﺸﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﺩﺭ ﺗﺄﻣﻴﻦ 
ﻣﺎﻟﻲ ﻧﻈﺎﻡ ﺳ ــﻼﻣﺖ ﻧﻤﺎﻳﺪ. ﻫﻤﭽﻨﻴﻦ ﻣﻘﺎﻳﺴﻪ ﺍﻳﻦ ﺷﺎﺧﺺ 
ﺩﺭ ﻣﻨﺎﻃﻖ ﺷﻬﺮﻱ ﻭ ﺭﻭﺳﺘﺎﻳﻲ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ ﻛﻪ ﺩﺭ ﻃﻲ ﺍﻳﻦ 
ﺳﺎﻝ ﻫﺎ، ICFF ﺩﺭ ﺷﻬﺮﻫﺎ ﺑﺎﻻﺗﺮ ﺍﺯ ﺭﻭﺳﺘﺎﻫﺎ ﺑﻮﺩﻩ ﺍﺳﺖ ﻛﻪ 
ﺑﻪ ﻣﻌﻨﻲ ﺷﺮﺍﻳﻂ ﻧﺎﻋﺎﺩﻻﻧﻪ ﺗﺮ ﺭﻭﺳﺘﺎﻫﺎ ﻧﺴﺒﺖ ﺑﻪ ﺷﻬﺮﻫﺎ ﺩﺭ 
ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻧﻈﺎﻡ ﺳﻼﻣﺖ ﻣﻲ ﺑﺎﺷﺪ.
ﺷ ــﺎﺧﺺ ﺑﻌﺪﻱ ﻛﻪ ﺩﺭ ﺗﺤﻠﻴﻞ ﻋﺪﺍﻟﺖ ﺩﺭ ﻣﺸ ــﺎﺭﻛﺖ 
ﻣﺎﻟﻲ ﻧﻈﺎﻡ ﺳ ــﻼﻣﺖ ﺑﺎﻳﺪ ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ ﻗﺮﺍﺭ ﺑﮕﻴﺮﺩ، ﻧﺴﺒﺖ 
ﺟﻤﻌﻴﺖ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﺳ ــﻼﻣﺖ ﻣﻲ ﺑﺎﺷﺪ 
ﻛﻪ ﻭﺿﻌﻴﺖ ﺁﻥ ﺩﺭ ﻣﻨﺎﻃﻖ ﺷ ــﻬﺮﻱ، ﺭﻭﺳﺘﺎﻳﻲ ﻭ ﻛﻞ ﻛﺸﻮﺭ 
ﺩﺭ ﻧﻤﻮﺩﺍﺭ 2 ﻧﺸ ــﺎﻥ ﺩﺍﺩﻩ ﺷ ــﺪﻩ ﺍﺳ ــﺖ. ﺑﺮ ﺍﻳﻦ ﺍﺳﺎﺱ، ﺩﺭ 
ﺳ ــﺎﻝ 6831 ﺣﺪﻭﺩ 5.2 ﺩﺭﺻﺪ ﺍﺯ ﺟﻤﻌﻴﺖ ﻛﺸ ــﻮﺭ ﺩﭼﺎﺭ 
ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﻓﺎﺟﻌﻪ ﺑ ــﺎﺭ ﺳ ــﻼﻣﺖ ﺑﻮﺩﻩ ﺍﻧﺪ. ﺑﺮﺭﺳ ــﻲ ﺭﻭﻧﺪ 
ﺷ ــﺎﺧﺺ ﻣﺬﻛﻮﺭ ﺩﺭ ﻣﻨﺎﻃﻖ ﺷﻬﺮﻱ ﻧﺸ ــﺎﻥ ﺩﻫﻨﺪﻩ ﻛﺎﻫﺶ 
ﺗﺪﺭﻳﺠﻲ ﺁﻥ ﺍﺯ 8.1 ﺩﺭﺻﺪ ﺩﺭ ﺳ ــﺎﻝ 2831 ﺗﺎ ﺳ ــﻄﺢ 5.1 
ﺩﺭﺻﺪ ﺩﺭ ﺳ ــﺎﻝ 5831 ﻣﻲ ﺑﺎﺷ ــﺪ. ﺍﻣﺎ ﺩﺭ ﺳﺎﻝ 6831، ﺍﻳﻦ 
ﺷﺎﺧﺺ ﺭﺷ ــﺪ ﭼﺸ ــﻤﮕﻴﺮﻱ ﺭﺍ ﺩﺭ ﻣﻨﺎﻃﻖ ﺷﻬﺮﻱ ﺗﺠﺮﺑﻪ 
ﻧﻤﻮﺩ ﻭ ﺑﻪ ﺑﺎﻻﺗﺮﻳﻦ ﺳ ــﻄﺢ ﻃﻲ ﺳﺎﻝ ﻫﺎﻱ 2831 ﺗﺎ 6831 
ﻳﻌﻨﻲ ﺣﺪﻭﺩ 2 ﺩﺭﺻﺪ ﺍﺯ ﺟﻤﻌﻴﺖ ﺷﻬﺮﻧﺸﻴﻦ ﻛﺸﻮﺭ، ﺭﺳﻴﺪﻩ 
ﺍﺳ ــﺖ. ﺑﺎ ﺍﻳﻦ ﺣﺎﻝ، ﺩﺭ ﻣﻨﺎﻃﻖ ﺭﻭﺳﺘﺎﻳﻲ، ﻧﺴﺒﺖ ﺟﻤﻌﻴﺖ 
ﻧﻤﻮﺩﺍﺭ 1: ﻭﺿﻌﻴﺖ ﺷﺎﺧﺺ ﻣﺸﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﺳﻼﻣﺖ ﺩﺭ ﺷﻬﺮﻫﺎ، ﺭﻭﺳﺘﺎﻫﺎ ﻭ ﻛﻞ ﻛﺸﻮﺭ )6831-2831(
ﻧﻤﻮﺩﺍﺭ 2: ﻧﺴﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺳﻼﻣﺖ ﻣﻮﺍﺟﻪ ﺷﺪﻩ ﺍﻧﺪ )6831-2831(
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ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﺳﻼﻣﺖ ﻛﻪ ﺩﺭ 3831 ﺭﻭﻧﺪ 
ﻛﺎﻫﺸﻲ ﺩﺍﺷﺘﻪ ﻭ ﺩﺭ ﺳﺎﻝ 4831 ﺍﻧﺪﻛﻲ ﺍﻓﺰﺍﻳﺶ ﻳﺎﻓﺘﻪ ﻭ ﺑﻪ 
ﻧﻈﺮ ﻣﻲ ﺭﺳ ــﺪ ﻛﻪ ﭘﺲ ﺍﺯ ﺁﻥ ﺩﺭ ﺣﺪﻭﺩ 9.2 ﺗﺜﺒﻴﺖ ﺷﺪﻩ ﻭ 
ﻧﻮﺳ ــﺎﻧﺎﺕ ﺟﺰﻳﻲ ﺭﺍ ﺗﺠﺮﺑﻪ ﻧﻤﻮﺩﻩ ﺍﺳﺖ. ﺷﺎﺧﺺ ﻣﺬﻛﻮﺭ 
ﺩﺭ ﻣﻨﺎﻃﻖ ﺭﻭﺳ ــﺘﺎﻳﻲ ﺑﻪ ﻣﺮﺍﺗﺐ ﺑﻴﺸ ــﺘﺮ ﺍﺯ ﻣﻨﺎﻃﻖ ﺷ ــﻬﺮﻱ 
ﺍﺳﺖ ) ﺑﻴﺶ ﺍﺯ 5.1 ﺑﺮﺍﺑﺮ( ﻛﻪ ﻫﻤﺎﻧﻨﺪ ICFF ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ 
ﻛﻪ ﺭﻭﺳ ــﺘﺎﻫﺎ ﺩﺭ ﺷ ــﺮﺍﻳﻂ ﻧﺎﺑﺮﺍﺑﺮﺗﺮﻱ ﻧﺴﺒﺖ ﺑﻪ ﺷﻬﺮﻫﺎ ﺩﺭ 
ﺯﻣﻴﻨﻪ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻗﺮﺍﺭ ﺩﺍﺭﻧﺪ.
ﺩﺭ ﻧﻤﻮﺩﺍﺭ 3 ﻧﺴ ــﺒﺖ ﺟﻤﻌﻴﺖ ﻛﺸﻮﺭ ﺑﻪ ﺗﻔﻜﻴﻚ ﺳﻬﻢ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺑﻬﺪﺍﺷ ــﺘﻲ ﻭ ﺩﺭﻣﺎﻧ ــﻲ ﺍﺯ ﺑﻮﺩﺟﻪ ﺧﺎﻧﻮﺍﺭ ﺑﻌﺪ ﺍﺯ 
ﻛﺴ ــﺮ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻣﻌﻴﺸ ــﺘﻲ ﺩﺭ ﭼﻬﺎﺭ ﮔﺮﻭﻩ ﺑﻪ ﺷ ــﺮﺡ ﺯﻳﺮ 
ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ:
1cpooG: ﻧﺴ ــﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺑﻴﻦ ﺻﻔﺮ ﺗﺎ 01 ﺩﺭﺻﺪ 
ﺗﻮﺍﻥ ﭘﺮﺩﺍﺧﺖ ﺧﻮﺩ ﺭﺍ ﺻﺮﻑ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻧﻤﺎﻳﻨﺪ.
2cpooG: ﻧﺴ ــﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺑﻴ ــﻦ 01 ﺗﺎ 03 ﺩﺭﺻﺪ 
ﺗﻮﺍﻥ ﭘﺮﺩﺍﺧﺖ ﺧﻮﺩ ﺭﺍ ﺻﺮﻑ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻧﻤﺎﻳﻨﺪ.
3cpooG: ﻧﺴ ــﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺑﻴ ــﻦ 03 ﺗﺎ 04 ﺩﺭﺻﺪ 
ﺗﻮﺍﻥ ﭘﺮﺩﺍﺧﺖ ﺭﺍ ﺻﺮﻑ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ﻧﻤﺎﻳﻨﺪ.
4cpooG: ﻧﺴ ــﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ 
ﺑﻬﺪﺍﺷ ــﺘﻲ ﻣﻮﺍﺟ ــﻪ ﻣﻲ ﺑﺎﺷ ــﻨﺪ )ﺑﻴ ــﺶ ﺍﺯ 04 ﺩﺭﺻ ــﺪ ﺍﺯ 
ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﺧﺎﻧﻮﺍﺭ ﺑﻌﺪ ﺍﺯ ﻛﺴ ــﺮ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻣﻌﻴﺸ ــﺘﻲ ﺑﻪ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ ﺍﺧﺘﺼﺎﺹ ﻳﺎﻓﺘﻪ ﺍﺳﺖ(.
ﻣﻄﺎﺑﻖ ﻧﻤﻮﺩﺍﺭ 3 ﺩﺭ ﺳ ــﺎﻝ 6831 ﻧﺴﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎ ﺩﺭ 
ﮔﺮﻭﻩ 4ptcpooG ﺑﺮﺍﺑﺮ 5.2 ﺩﺭﺻﺪ ﺑﻮﺩﻩ ﺍﺳ ــﺖ، ﺑﻪ ﻋﺒﺎﺭﺕ 
ﺩﻳﮕ ــﺮ ﺣﺪﻭﺩ 5.2 ﺩﺭﺻﺪ ﺍﺯ ﻣﺮﺩﻡ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳ ــﻒ ﺑﺎﺭ 
ﺑﻬﺪﺍﺷ ــﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻣﻮﺍﺟﻪ ﻣﻲ ﺑﺎﺷﻨﺪ )ﺑﻴﺶ ﺍﺯ 04 ﺩﺭﺻﺪ 
ﺍﺯ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺧﺎﻧﻮﺍﺭ ﺑﻌﺪ ﺍﺯ ﻛﺴ ــﺮ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻣﻌﻴﺸﺘﻲ ﺑﻪ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺍﺧﺘﺼﺎﺹ ﻳﺎﻓﺘﻪ ﺍﺳﺖ(. ﺑﻪ 
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻫﻤﻜﺎﺭﺍﻥ
ﻧﻤﻮﺩﺍﺭ 3: ﻧﺴﺒﺖ ﺟﻤﻌﻴﺖ ﻛﺸﻮﺭ ﺑﻪ ﺗﻔﻜﻴﻚ ﺳﻬﻢ ﻫﺰﻳﻨﻪ ﻫﺎﻯ ﺑﻬﺪﺍﺷﺘﻰ ﻭ ﺩﺭﻣﺎﻧﻰ ﺍﺯ ﺑﻮﺩﺟﻪ ﺧﺎﻧﻮﺍﺭ ﺩﺭ ﺳﺎﻝ 6831
ﻧﻤﻮﺩﺍﺭ 4: ﺗﻮﺯﻳﻊ ﺧﺎﻧﻮﺍﺭﻫﺎﻯ ﺩﭼﺎﺭ ﻫﺰﻳﻨﻪ ﻫﺎﻯ ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﺳﻼﻣﺖ ﺑﻴﻦ ﺩﻫﻚ ﻫﺎﻯ ﻫﺰﻳﻨﻪ ﺍﻯ6831
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ﻫﻤﻴﻦ ﺗﺮﺗﻴﺐ ﻧﺴﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﮔﺮﻭﻩ ﺳﻮﻡ ﻳﺎ 3ptcpooG 
ﺑﺮﺍﺑﺮ 6 ﺩﺭﺻﺪ، ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﮔﺮﻭﻩ ﺩﻭﻡ ﻳﺎ 2ptcpooG ﺑﺮﺍﺑﺮ 
11 ﺩﺭﺻ ــﺪ ﻭ ﺧﺎﻧﻮﺍﺭﻫ ــﺎﻱ ﮔ ــﺮﻭﻩ ﺍﻭﻝ 1ptcpooG ﺑﺮﺍﺑﺮ 
5.08 ﺩﺭﺻﺪ ﺑﻮﺩﻩ ﺍﺳ ــﺖ. ﺑﺪﻳﻦ ﺗﺮﺗﻴﺐ ﻧﺴﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ 
ﻛ ــﻪ ﺑﻴﺶ ﺍﺯ 03 ﺩﺭﺻ ــﺪ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺧﻮﺩ ﺭﺍ ﺑﻪ ﺳ ــﻼﻣﺖ 
ﺍﺧﺘﺼﺎﺹ ﻣﻲ ﺩﻫﻨﺪ ﺑﻪ ﺣﺪﻭﺩ 9 ﺩﺭﺻﺪ ﺑﺎﻟﻎ ﻣﻲ ﮔﺮﺩﺩ.
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﺳﻼﻣﺖ ﺑﺮﺣﺴﺐ ﺩﻫﻚ ﻫﺎﻱ ﻣﺨﺘﻠﻒ ﻫﺰﻳﻨﻪ ﺍﻱ
ﺩﺭ ﺍﻳﻦ ﻗﺴﻤﺖ ﺗﻮﺯﻳﻊ ﺧﺎﻧﻮﺍﺭ ﻫﺎﻱ ﺁﺳﻴﺐ ﭘﺬﻳﺮ ﺍﺯ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﻛﻤﺮﺷ ــﻜﻦ ﺳ ــﻼﻣﺖ ﺭﺍ ﺩﺭ ﺩﻫﻚ ﻫﺎﻱ ﻣﺨﺘﻠﻒ ﻫﺰﻳﻨﻪ ﺍﻱ 
ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ ﻗﺮﺍﺭ ﻣﻲ ﺩﻫﻴﻢ. ﻧﻤﻮﺩﺍﺭ 4 ﺩﺭﺻﺪ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ 
ﻛﻪ ﺩﭼﺎﺭ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﺳﻼﻣﺖ ﺑﻮﺩﻩ ﺍﻧﺪ ﺭﺍ ﺑﺮﺣﺴﺐ 
ﺩﻫﻚ ﻫﺎﻱ ﻫﺰﻳﻨﻪ ﺍﻱ ﺩﺭ ﺳﺎﻝ 6831 ﻧﺸﺎﻥ ﻣﻴﺪﻫﺪ. ﻧﻜﺘﻪ ﺍﻱ 
ﻛ ــﻪ ﺩﺭ ﺍﻳﻨﺠﺎ ﺑﺎﻳﺪ ﻣ ــﻮﺭﺩ ﺗﻮﺟﻪ ﻗﺮﺍﺭ ﮔﻴﺮﺩ ﺁﻥ ﺍﺳ ــﺖ ﻛﻪ 
ﺑﻴﺸ ــﺘﺮﻳﻦ ﻓﺮﺍﻭﺍﻧﻲ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺩﭼﺎﺭ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻓﺎﺟﻌﻪ ﺑﺎﺭ 
ﺩﺭ ﺩﻫ ــﻚ ﺩﻫ ــﻢ )ﺑﺎﻻﺗﺮﻳﻦ ﺩﻫ ــﻚ( ﻫﺰﻳﻨﻪ ﺍﻱ ﻣﺸ ــﺎﻫﺪﻩ 
ﻣﻲ ﺷ ــﻮﺩ. ﺩﺭ ﻭﺍﻗ ــﻊ 8.32 ﺩﺭﺻﺪ ﺧﺎﻧﻮﺍﺭﻫ ــﺎﻱ ﺍﻳﻦ ﺩﻫﻚ 
ﺩﭼﺎﺭ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﺳ ــﻼﻣﺖ ﺑﻮﺩﻩ ﺍﻧﺪ ﺩﺭﺣﺎﻟﻲ ﻛﻪ 
ﺳﻬﻢ ﺳ ــﺎﻳﺮ ﺩﻫﻚ ﻫﺎ ﺑﻴﻦ 7 ﺗﺎ 31 ﺩﺭﺻﺪ ﺍﺳﺖ. ﺍﻳﻦ ﺑﺪﺍﻥ 
ﻣﻌﻨﺎ ﺍﺳ ــﺖ ﻛﻪ ﺑ ــﺎ ﺍﻓﺰﺍﻳﺶ ﺩﻫﻚ ﺩﺭﺁﻣﺪﻱ ﻭ ﺑﻬﺘﺮ ﺷ ــﺪﻥ 
ﻭﺿﻊ ﺭﻓﺎﻫﻲ ﺧﺎﻧﻮﺍﺭ، ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺷ ــﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺍﺳ ــﻒ ﺑﺎﺭ ﺍﻓﺰﺍﻳ ــﺶ ﻣﻲ ﻳﺎﺑﺪ. ﻳﻜﻲ ﺍﺯ ﺩﻻﻳ ــﻞ ﺍﻳﻦ ﻣﻮﺿﻮﻉ 
ﻣﻲ ﺗﻮﺍﻧﺪ ﺍﻳﻦ ﺑﺎﺷ ــﺪ ﻛﻪ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﭘﺮ ﺩﺭﺁﻣﺪ ﻗﺎﺩﺭ ﻳﺎ ﻣﺎﻳﻞ 
ﻫﺴﺘﻨﺪ ﺳ ــﻬﻢ ﺑﻪ ﻣﺮﺍﺗﺐ ﺑﻴﺸﺘﺮﻱ ﺍﺯ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺧﻮﺩ ﺭﺍ ﺑﻪ 
ﺳﻼﻣﺖ ﺍﺧﺘﺼﺎﺹ ﺩﻫﻨﺪ. ﺷﻮﺍﻫﺪ ﻣﺬﻛﻮﺭ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ ﻛﻪ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ ﺗﻨﻬﺎ ﻣﺮﺑﻮﻁ ﺑﻪ ﺩﻫﻚ ﻫﺎﻱ ﻫﺰﻳﻨﻪ ﺍﻱ 
ﭘﺎﻳﻴﻦ ﺗﺮ ﻳﺎ ﻓﻘﺮﺍ ﻧﻴﺴﺖ، ﺑﻠﻜﻪ ﮔﺮﻭﻩ ﻫﺎﻱ ﻫﺰﻳﻨﻪ ﺍﻱ ﺑﺎﻻﺗﺮ ﺩﺭ 
ﻣﻘﻴﺎﺱ ﺑﻴﺸﺘﺮﻱ ﺑﺎ ﺍﻳﻦ ﻫﺰﻳﻨﻪ ﻫﺎ ﻣﻮﺍﺟﻪ ﻣﻲ ﮔﺮﺩﻧﺪ. 
ﻧﺘﺎﻳﺞ ﺍﻟﮕﻮﻱ ﺍﻗﺘﺼﺎﺩ ﺳـﻨﺠﻲ ﺟﻬﺖ ﺷﻨﺎﺳﺎﻳﻲ ﺍﻗﺸﺎﺭ ﻣﻮﺍﺟﻪ ﺑﺎ 
ﺣﺎﻟﺖ ﺍﺳﻒ ﺑﺎﺭ
ﺩﺭ ﺍﻳ ــﻦ ﺑﺨﺶ ﻣﺘﻐﻴﺮﻫﺎﻱ ﺍﻗﺘﺼﺎﺩﻱ ﻭ ﺍﺟﺘﻤﺎﻋﻲ ﺗﺄﺛﻴﺮﮔﺬﺍﺭ 
ﺑ ــﺮ ﺍﺣﺘﻤﺎﻝ ﻗ ــﺮﺍﺭ ﮔﺮﻓﺘﻦ ﺧﺎﻧﻮﺍﺭ ﺩﺭ ﻣﻌ ــﺮﺽ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﻛﻤﺮﺷﻜﻦ ﺭﺍ ﺑﺮﺭﺳﻲ ﻣﻲ ﻛﻨﻴﻢ. ﺗﻌﺮﻳﻒ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﺴﺘﻘﻞ ﻭ 
ﻭﺍﺑﺴﺘﻪ ﺩﺭ ﺟﺪﻭﻝ 2 ﺧﻼﺻﻪ ﺷﺪﻩ ﺍﺳﺖ.
ﻣﺤﺎﺳ ــﺒﺎﺕ ﻣﺮﺑﻮﻁ ﺑﻪ ﺗﺨﻤﻴﻦ ﺿﺮﺍﻳﺐ ﺍﻟﮕﻮ ﻭ ﺍﺛﺮﺍﺕ 
ﻧﻬﺎﻳﻲ ﺩﺭ ﻣﻮﺭﺩ ﻣﺪﻝ ﻻﺟﻴﺖ ﻧﻴﺰ ﺩﺭ ﺟﺪﻭﻝ 3 ﺁﻭﺭﺩﻩ ﺷ ــﺪﻩ 
ﺍﺳ ــﺖ. ﺩﺭ ﺍﻳﻦ ﺟﺪﻭﻝ ﭼﻬ ــﺎﺭ ﺗﺼﺮﻳﺢ ﺑﺮﺁﻭﺭﺩ ﺷ ــﺪﻩ ﺍﻧﺪ. 
ﺗﺼﺮﻳﺤ ــﺎﺕ )ﺳ ــﺘﻮﻥ ﻫﺎﻱ( ﺍﻭﻝ ﺗﺎ ﭼﻬ ــﺎﺭﻡ ﭘﺲ ﺍﺯ ﺣﺬﻑ 
ﻣﺘﻐﻴﺮﻫﺎﻳﻲ ﻛﻪ ﻣﻌﻨﺎﺩﺍﺭ ﻧﻴﺴﺘﻨﺪ ﺑﻪ ﺩﺳﺖ ﻣﻲ ﺁﻳﻨﺪ، ﺑﻪ ﻃﻮﺭﻱ 
ﻛ ــﻪ ﺩﺭ ﺗﺼﺮﻳﺢ ﭼﻬﺎﺭﻡ ﻛﻠﻴﻪ ﺿﺮﺍﻳﺐ ﻣﻌﻨﺎﺩﺍﺭ ﻫﺴ ــﺘﻨﺪ. ﺩﺭ 
ﺗﺼﺮﻳ ــﺢ ﺍﻭﻝ ﻫﻤ ــﻪ ﻣﺘﻐﻴﺮ ﻫﺎﻱ ﺗﻮﺿﻴﺤ ــﻲ ﺩﺭ ﺍﻟﮕﻮ ﻟﺤﺎﻅ 
ﺷﺪﻩ ﺍﻧﺪ. ﺩﺭ ﺍﻳﻦ ﺗﺼﺮﻳﺢ ﻣﺘﻐﻴﺮ ﻫﺎﻱ ﺟﻨﺴﻴﺖ، ﺳﻦ ﻭ ﺳﻮﺍﺩ 
ﺳﺮﭘﺮﺳ ــﺖ ﺧﺎﻧﻮﺍﺭ ﺩﺭ ﺳ ــﻄﺢ ﺍﺣﺘﻤ ــﺎﻝ 5 ﺩﺭﺻﺪ ﻣﻌﻨﺎﺩﺍﺭ 
ﻧﻤﻲ ﺑﺎﺷﻨﺪ. ﺩﺭ ﺗﺼﺮﻳﺢ ﺩﻭﻡ ﺑﺎ ﺣﺬﻑ ﻣﺘﻐﻴﺮ ﺳﻮﺍﺩ ﺳﺮﭘﺮﺳﺖ 
ﺧﺎﻧﻮﺍﺭ ﻛﻪ ﻛﻤﺘﺮﻳﻦ ﺍﻫﻤﻴﺖ ﺁﻣﺎﺭﻱ ﺭﺍ ﺩﺭ ﺗﺼﺮﻳﺢ ﻗﺒﻞ ﺩﺍﺭﺩ 
ﻧﺘﺎﻳﺞ ﺗﺨﻤﻴﻦ ﺍﺭﺍﻳﻪ ﻣﻲ ﺷﻮﺩ. ﺩﺭ ﺗﺼﺮﻳﺢ ﺳﻮﻡ ﻧﺘﺎﻳﺞ ﺗﺨﻤﻴﻦ 
ﺍﻟﮕﻮ ﺑﺎ ﺣﺬﻑ ﻣﺘﻐﻴﺮ ﺟﻨﺴ ــﻴﺖ ﻋﻼﻭﻩ ﺑﺮ ﺳﻮﺍﺩ ﺳﺮﭘﺮﺳﺖ 
ﺧﺎﻧﻮﺍﺭ ﮔﺰﺍﺭﺵ ﻣﻲ ﺷﻮﺩ. ﺩﺭ ﺗﺼﺮﻳﺢ ﭼﻬﺎﺭﻡ ﺑﺎ ﺣﺬﻑ ﻛﻠﻴﻪ 
ﻣﺘﻐﻴﺮﻫﺎﻳﻲ ﻛﻪ ﻣﻌﻨﺎﺩﺍﺭ ﻧﻴﺴ ــﺘﻨﺪ )ﺷ ــﺎﻣﻞ ﺟﻨﺴﻴﺖ، ﺳﻦ ﻭ 
ﺳ ــﻮﺍﺩ ﺳﺮﭘﺮﺳ ــﺖ ﺧﺎﻧﻮﺍﺭ( ﻧﺘﺎﻳﺞ ﺑﺮﺁﻭﺭﺩ ﺍﻟﮕﻮ ﺍﺭﺍﻳﻪ ﺷﺪﻩ 
ﺑﺮﺭﺳﻲ ﺑﺮﺍﺑﺮﻱ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ...
ﺟﺪﻭﻝ 2: ﺗﻌﺮﻳﻒ ﻣﺘﻐﻴﺮﻫﺎ
ﻣﺘﻐﻴﺮ ﺗﻮﺿﻴﺤﻲﺗﻮﺿﻴﺤﺎﺕ
ruﺷﻬﺮﻱ=1 ﻭ ﺭﻭﺳﺘﺎﻳﻲ=0
xesﺯﻥ ﺳﺮﭘﺮﺳﺖ=2، ﻣﺮﺩ ﺳﺮﭘﺮﺳﺖ=1
H_bojﺷﺎﻏﻞ =1 ﻭ ﺑﻴﻜﺎﺭ=0
mun_21wolebﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﺯﻳﺮ 21 ﺳﺎﻝ
mun_06puﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﺑﺎﻻﻱ 06 ﺳﺎﻟﻪ
noitacudeﺳﺮﭘﺮﺳﺖ ﺑﺎﺳﻮﺍﺩ=2 ﺑﻲ ﺳﻮﺍﺩ=1
mun_yolpmEﺗﻌﺪﺍﺩ ﺷﺎﻏﻠﻴﻦ
egaﺳﻦ ﺳﺮﭘﺮﺳﺖ ﺧﺎﻧﻮﺍﺭ
egairramﺳﺮﭘﺮﺳﺖ ﺩﺍﺭﺍﻱ ﻫﻤﺴﺮ=1 ﻭ ﻣﺠﺮﺩ0=
ezisﺑﻌﺪ ﺧﺎﻧﻮﺍﺭ
aerarePﻣﺴﺎﺣﺖ ﺯﻳﺮ ﺑﻨﺎ
pxeﻛﻞ ﻣﺨﺎﺭﺝ
ecnarusniﺑﻴﻤﻪ ﺑﻮﺩﻥ=1 ﺑﻴﻤﻪ ﻧﺒﻮﺩﻥ=0
ezisqeﺑﻌﺪ ﺗﻌﺪﻳﻞ ﺷﺪﻩ ﺧﺎﻧﻮﺍﺭ
pxeqeﻛﻞ ﻣﺨﺎﺭﺝ ﺗﻌﺪﻳﻞ ﺷﺪﻩ
knarﺩﻫﻚ ﻫﺰﻳﻨﻪ ﺍﻱ
ﻣﺘﻐﻴﺮ ﻭﺍﺑﺴﺘﻪﺗﻮﺿﻴﺤﺎﺕ
ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻤﻪ ﻫﺎﻱ ﻛﻤﺮﺷﻜﻦ=1
atacﺳﺎﻳﺮ ﺧﺎﻧﻮﺍﺭﻫﺎ=0
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ﺍﺳ ــﺖ.ﻫﻤﺎﻥ ﻃﻮﺭ ﻛﻪ ﺩﺭ ﺟﺪﻭﻝ 5 ﻣﺸ ــﺎﻫﺪﻩ ﻣﻲ ﺷ ــﻮﺩ ﺑﻪ 
ﺟﺰ ﻣﺘﻐﻴﺮ ﻫﺎﻱ ﺟﻨﺴ ــﻴﺖ، ﺳﻦ ﻭ ﺳ ــﻮﺍﺩ ﺳﺮﭘﺮﺳﺖ ﺧﺎﻧﻮﺍﺭ 
ﺑﻘﻴﻪ ﻣﺘﻐﻴﺮ ﻫﺎ ﺩﺭ ﺳﻄﺢ ﺍﺣﺘﻤﺎﻝ 5 ﺩﺭﺻﺪ ﻣﻌﻨﺎﺩﺍﺭ ﻣﻲ ﺑﺎﺷﻨﺪ 
. ﻣﻄﺎﺑﻖ ﺧﺮﻭﺟ ــﻲ ﻧﺮﻡ ﺍﻓﺰﺍﺭ، ﺧﺎﻧﻮﺍﺭﻫﺎﻳ ــﻲ ﻛﻪ ﺩﺭ ﻣﻨﺎﻃﻖ 
ﺭﻭﺳ ــﺘﺎﻳﻲ ﺯﻧﺪﮔ ــﻲ ﻣﻲ ﻛﻨﻨﺪ، ﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﻣﺴ ــﻦ ﺑﺎﻻﻱ 
06 ﺳ ــﺎﻝ ﻳﺎ ﺗﻌﺪﺍﺩ ﻛﻮﺩﻙ ﺯﻳﺮ 21 ﺳ ــﺎﻝ ﺑﻴﺸ ــﺘﺮﻱ ﺩﺍﺭﻧﺪ، 
ﺳﺮﭘﺮﺳﺖ ﺁﻧﺎﻥ ﻏﻴﺮ ﺷﺎﻏﻞ ﺍﺳﺖ، ﭘﻮﺷﺶ ﺑﻴﻤﻪ ﻱ ﺩﺭﻣﺎﻧﻲ 
ﻧﺪﺍﺭﻧﺪ، ﺳﺮﭘﺮﺳﺖ ﻣﺠﺮﺩ ﺩﺍﺭﻧﺪ، ﺳﺮﺍﻧﻪ ﺯﻳﺮ ﺑﻨﺎﻱ ﻣﺴﻜﻮﻧﻲ 
)ﺛﺮﻭﺕ( ﻛﻤﺘﺮﻱ ﺩﺍﺭﻧﺪ، ﻭ ﺑﻌﺪ ﺧﺎﻧﻮﺍﺭ ﺗﻌﺪﻳﻞ ﺷﺪﻩ ﺑﻴﺸﺘﺮﻱ 
ﺩﺍﺭﻧﺪ، ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺷﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺳﻼﻣﺖ 
ﺑﻪ ﻃﻮﺭ ﻣﻌﻨﺎﺩﺍﺭﻱ ﺑﺎﻻﺗﺮ ﺍﺳﺖ. ﺗﺄﺛﻴﺮ ﻫﺮ ﻛﺪﺍﻡ ﺍﺯ ﻣﺘﻐﻴﺮﻫﺎﻱ 
ﻣﺴ ــﺘﻘﻞ )ﺧﺼﻮﺻﻴﺎﺕ ﺍﻗﺘﺼﺎﺩﻱ ﻭ ﺍﺟﺘﻤﺎﻋﻲ ﺧﺎﻧﻮﺍﺭ( ﺩﺭ 
ﺍﻓﺰﺍﻳﺶ ﻳﺎ ﻛﺎﻫﺶ ﺍﺣﺘﻤﺎﻝ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻦ ﺩﺭ ﻣﻨﻄﻘﻪ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﺭﺍ ﻣﻲ ﺗﻮﺍﻥ ﺑﻪ ﺻﻮﺭﺕ ﺯﻳﺮ ﺗﻮﺿﻴﺢ ﺩﺍﺩ:
ﻣﺤﻞ ﺳـﻜﻮﻧﺖ: ﺳ ــﻜﻮﻧﺖ ﺧﺎﻧ ــﻮﺍﺭ ﺩﺭ ﻣﻨﺎﻃﻖ ﺷ ــﻬﺮﻱ ﺑﺎ 
ﺿﺮﻳ ــﺐ ﻣﻨﻔﻲ ﺭﻭﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳ ــﻒ ﺑﺎﺭ ﺍﺛﺮ ﻣﻲ ﮔﺬﺍﺭﺩ ﻭ 
ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺷ ــﺪﻥ ﺑ ــﺎ ﺁﻥ ﺭﺍ ﻛﺎﻫﺶ ﻣﻲ ﺩﻫﺪ. ﻫﻤﭽﻨﻴﻦ 
ﺍﻳ ــﻦ ﺿﺮﻳﺐ ﺑﻪ ﻟﺤﺎﻅ ﺍﻧﺪﺍﺭﻩ ﻋﺪﺩﻱ )7.0 - ( ﺩﺭ ﺗﺼﺮﻳﺢ 
ﭼﻬﺎﺭﻡ، ﺑﻴﺸﺘﺮﻳﻦ ﺍﺛﺮﮔﺬﺍﺭﻱ ﺭﺍ ﺩﺭ ﻣﻴﺎﻥ ﻣﺘﻐﻴﺮﻫﺎﻱ ﺗﻮﺿﻴﺤﻲ 
ﺭﻭﻱ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺩﺍﺭﺩ.
ﺗﺤﺼﻴﻼﺕ ﺳﺮﭘﺮﺳـﺖ ﺧﺎﻧﻮﺍﺭ: ﻫﺮﭼﻨﺪ ﺑﺮﺍﻱ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺑﺎ 
ﺳﻮﺍﺩ ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺳﻼﻣﺘﻲ ﻛﻤﺘﺮ 
ﺍﺳﺖ ﺍﻣﺎ ﺍﻳﻦ ﺿﺮﻳﺐ ﺑﻪ ﻟﺤﺎﻅ ﺁﻣﺎﺭﻱ ﻣﻌﻨﺎﺩﺍﺭ ﻧﻴﺴﺖ.
ﺳﻦ ﺳﺮﭘﺮﺳﺖ ﺧﺎﻧﻮﺍﺭ: ﭘﻴﺮ ﻳﺎ ﺟﻮﺍﻥ ﺑﻮﺩﻥ ﺳﺮﭘﺮﺳﺖ ﺧﺎﻧﻮﺍﺭ 
ﻧﻴﺰ ﺍﺛﺮ ﻣﻌﻨﺎﺩﺍﺭﻱ ﺭﻭﻱ ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺷ ــﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺍﺳﻒ ﺑﺎﺭ ﺳﻼﻣﺖ ﻧﺪﺍﺭﺩ ﻫﺮﭼﻨﺪ ﻛﻪ ﻣﻘﺪﺍﺭ ﻋﺪﺩﻱ ﺁﻥ ﻣﺜﺒﺖ 
ﺍﺳﺖ.
ﺍﺷـﺘﻐﺎﻝ ﺳﺮﭘﺮﺳـﺖ ﺧﺎﻧﻮﺍﺭ: ﺑﻴﻜﺎﺭ ﺑﻮﺩﻥ ﺳﺮﭘﺮﺳﺖ ﺧﺎﻧﻮﺍﺭ 
ﺍﺣﺘﻤ ــﺎﻝ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳ ــﻒ ﺑﺎ ﺭﺍ ﺑ ــﻪ ﻣﻴﺰﺍﻥ 41 
ﺩﺭﺻﺪ ﺍﻓﺰﺍﻳ ــﺶ ﻣﻲ ﺩﻫﺪ. ﺍﻧﺪﺍﺯﻩ ﻋﺪﺩﻱ ﺿﺮﻳﺐ ﺍﻳﻦ ﻣﺘﻐﻴﺮ 
)ﭘﺲ ﺍﺯ ﻣﺘﻐﻴﺮ ﺷﻬﺮﻱ ﻭ ﺭﻭﺳﺘﺎﻳﻲ( ﺑﺎﻻﺗﺮ ﺍﺯ ﺳﺎﻳﺮ ﺿﺮﺍﻳﺐ 
ﺍﻟﮕﻮ ﺍﺳ ــﺖ. ﻟﺬﺍ ﺍﺷﺘﻐﺎﻝ ﺳﺮﭘﺮﺳﺖ ﺧﺎﻧﻮﺍﺭ ﺍﻫﻤﻴﺖ ﺯﻳﺎﺩﻱ 
ﺩﺭ ﺳﻼﻣﺖ ﺧﺎﻧﻮﺍﺭ ﻭ ﻋﺪﺍﻟﺖ ﺩﺭ ﺍﻳﻦ ﺑﺨﺶ ﺩﺍﺭﺩ.
ﺗﻌ ـﺪﺍﺩ ﺍﺯ ﺍﻋﻀﺎﻱ ﺑﻴﺶ ﺍﺯ 06 ﺳـﺎﻝ ﺩﺭ ﺧﺎﻧ ـﻮﺍﺭ: ﺑﺎ ﺍﻓﺰﺍﻳﺶ 
ﺗﻌﺪﺍﺩﺍﻋﻀ ــﺎﻱ ﺧﺎﻧﻮﺍﺭ ﺑﺎ ﺑﻴﺶ ﺍﺯ 06 ﺳ ــﺎﻝ ﺳ ــﻦ ﺍﺣﺘﻤﺎﻝ 
ﻣﺬﻛ ــﻮﺭ ﺑ ــﻪ ﻣﻴ ــﺰﺍﻥ 5 ﺩﺭﺻﺪ ﺑﻄ ــﻮﺭ ﻣﻌﻨ ــﺎﺩﺍﺭﻱ ﺍﻓﺰﺍﻳﺶ 
ﻣﻲ ﻳﺎﺑﺪ.
ﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﺷـﺎﻏﻞ ﺩﺭ ﺧﺎﻧﻮﺍﺩﻩ: ﻫﺮ ﭼﻪ ﺗﻌﺪﺍﺩ ﺑﻴﺸﺘﺮﻱ ﺍﺯ 
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻫﻤﻜﺎﺭﺍﻥ
ﺟﺪﻭﻝ 3: ﻣﻘﺎﺩﻳﺮ ﺧﺮﻭﺟﻲ ﺑﺮﺍﻱ ﺗﺨﻤﻴﻦ ﻻﺟﻴﺖ
ﺍﺛﺮ ﻧﻬﺎﻳﻲﭼﻬﺎﺭﻣﻴﻦ ﺗﺼﺮﻳﺢﺳﻮﻣﻴﻦ ﺗﺼﺮﻳﺢﺩﻭﻣﻴﻦ ﺗﺼﺮﻳﺢﺍﻭﻟﻴﻦ ﺗﺼﺮﻳﺢ ) ﺁﻣﺎﺭﻩ z (ﺗﺄﺛﻴﺮﻣﺘﻐﻴﺮ ﺗﻮﺿﻴﺤﻲ
469.0-522.3-604.3-728.3 - 58.3 - ) - 285.8(ﻣﻨﻔﻲ )ﻋﺮﺽ ﺍﺯ ﻣﺒﺪﺍ ) C
781.0-947.0-647.0-647.0 - 947.0 - ) - 547.8(ﻣﻨﻔﻲ )ﺷﻬﺮﻱ=1ﻭﺭﻭﺳﺘﺎﻳﻲ=0( rU
300.0-410.0 - * ) - 092.0(ﻣﻨﻔﻲ )ﺳﺮﭘﺮﺳﺖ ﺑﺎﺳﻮﺍﺩ=2ﻭﺑﻲ ﺳﻮﺍﺩ=1( udE
100.0500.0*500.0*950.0* )324.1(ﻣﺜﺒﺖ )ﺳﻦ ﺳﺮﭘﺮﺳﺖ( egA
241.0-146.0-16.0-785.0 - 075.0 -  ) - 289.4(ﻣﻨﻔﻲ )ﺳﺮﭘﺮﺳﺖ ﺷﺎﻏﻞ=1ﻭ ﺑﻴﻜﺎﺭ=0( h_boJ
450.0582.0312.0522.0522.0 - )328.2(ﻣﺜﺒﺖ )ﺗﻌﺪﺍﺩ ﺍﻓﺮﺍﺩ ﺑﺎﻻﻱ06 ﺳﺎﻝ( mun_06pu
411.0815.0864.0454.0654.0 )964.4(ﻣﺜﺒﺖ )ﺗﻌﺪﺍﺩ ﺷﺎﻏﻠﻴﻦ( mun_yolpme
400.0-710.0-710.0-710.0-710.0 - ) - 690.9(ﻣﻨﻔﻲ )ﺳﺮﺍﻧﻪ ﻣﺴﺎﺣﺖ ﻣﺴﻜﻮﻧﻲ( aerareP
180.0-123.0-23.0-523.0-523.0 - ) - 222.4(ﻣﻨﻔﻲ )ﺑﻴﻤﻪ ﺑﻮﺩﻥ=1، ﻧﺒﻮﺩﻥ=0( rusnI
221.0-294.0-15.0-605.0-094.0 - ) - 853.4(ﻣﻨﻔﻲ )ﺑﻌﺪ ﺗﻌﺪﻳﻞ ﺷﺪﻩ ﺧﺎﻧﻮﺍﺭ( ezisqE
000.0000.0000.0000.0000.0 )599.7(ﻣﺜﺒﺖ )ﺳﺮﺍﻧﻪ ﻣﺨﺎﺭﺝ( pxeqE
340.0371.0471.0471.0571.0 )088.9(ﻣﺜﺒﺖ )ﺷﻤﺎﺭﻩ ﺩﻫﻚ ﻫﺎ( knaR
430.0321.0441.0041.0631.0 )337.2(ﻣﺜﺒﺖ )ﺗﻌﺪﺍﺩ ﺍﻓﺮﺍﺩﺯﻳﺮ 21 ﺳﺎﻝ( mun_21woleB
190.0191.0212.0863.0463.0 )450.2(ﻣﺜﺒﺖ )ﺳﺮﭘﺮﺳﺖ ﻣﺘﺎﻫﻞ=1، ﻣﺠﺮﺩ=0( 1egairraM
950.0632.0*832.0* )303.1(ﻣﺜﺒﺖ )ﺳﺮﭘﺮﺳﺖ ﺯﻥ=2 ﻭ ﻣﺮﺩ=1( xeS
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ﺍﻋﻀﺎﻱ ﺧﺎﻧﻮﺍﺩﻩ ﺷﺎﻏﻞ ﺑﺎﺷﻨﺪ، ﺍﺣﺘﻤﺎﻝ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻦ ﺧﺎﻧﻮﺍﺭ 
ﺩﺭ ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ ﺑﻪ ﻣﻴ ــﺰﺍﻥ 11 ﺩﺭﺻﺪ ﺍﻓﺰﺍﻳﺶ 
ﻣﻲ ﻳﺎﺑﺪ. ﺍﻧﺪﺍﺯﻩ ﻋﺪﺩﻱ ﺍﻳﻦ ﺿﺮﻳﺐ ﭘﺲ ﺍﺯ ﺩﻭ ﻣﺘﻐﻴﺮ ﺷﻬﺮﻱ 
ﻭ ﺭﻭﺳ ــﺘﺎﻳﻲ ﻭ ﺑﻴﻜﺎﺭﻱ ﺳﺮﭘﺮﺳ ــﺖ ﺧﺎﻧﻮﺍﺭ ﺑﻴﺸﺘﺮ ﺍﺯ ﺳﺎﻳﺮ 
ﺿﺮﺍﻳﺐ ﺍﻟﮕﻮ ﺍﺳﺖ.
ﺳـﺮﺍﻧﻪ ﺯﻳﺮ ﺑﻨﺎﻱ ﻣﺴـﻜﻮﻧﻲ ﺧﺎﻧ ـﻮﺍﺭ: ﻫﺮﭼﻪ ﺳ ــﺮﺍﻧﻪ ﻭﺍﺣﺪ 
ﻣﺴ ــﻜﻮﻧﻲ )ﺛﺮﻭﺕ( ﺧﺎﻧﻮﺍﺭ ﻛﻤﺘﺮ ﺑﺎﺷ ــﺪ، ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ 
ﺷﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﻣﻄﺎﺑﻖ ﺍﻧﺘﻈﺎﺭ ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﻳﺎﺑﺪ. 
ﺑ ــﻪ ﻃﻮﺭ ﻣﺜﺎﻝ ﺍﮔ ــﺮ 001 ﻣﺘﺮ ﻣﺮﺑﻊ ﺍﻓﺰﺍﻳﺶ ﺳ ــﺮﺍﻧﻪ ﻭﺍﺣﺪ 
ﻣﺴ ــﻜﻮﻧﻲ، ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷﻜﻦ ﺭﺍ 04 
ﺩﺭﺻﺪ ﻛﺎﻫﺶ ﻣﻲ ﺩﻫﺪ.
ﺗﺤﺖ ﭘﻮﺷﺶ ﺑﻴﻤﻪ ﺑﻮﺩﻥ: ﺍﮔﺮ ﺧﺎﻧﻮﺍﺭ ﺗﺤﺖ ﭘﻮﺷﺶ ﺑﻴﻤﻪ ﻗﺮﺍﺭ 
ﺩﺍﺷﺘﻪ ﺑﺎﺷﺪ، ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺷﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺑﻪ 
ﻣﻴﺰﺍﻥ 8 ﺩﺭﺻﺪ ﻛﺎﻫﺶ ﻣﻲ ﻳﺎﺑﺪ. ﻛﻮﭼﻚ ﺑﻮﺩﻥ ﺿﺮﻳﺐ ﺍﻳﻦ 
ﻣﺘﻐﻴﺮ ﻧﺸ ــﺎﻥ ﺩﻫﻨﺪﻩ ﻧﺎﻛﺎﺭﺁﻣﺪﻱ ﻧﻈﺎﻡ ﺑﻴﻤﻪ ﺩﺭ ﺟﻠﻮﮔﻴﺮﻱ ﺍﺯ 
ﻣﻮﺍﺟﻪ ﺷﺪﻥ ﺧﺎﻧﻮﺍﺭ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﻣﻲ ﺑﺎﺷﺪ.
ﺑﻌﺪ ﺗﻌﺪﻳﻞ ﺷـﺪﻩ ﺧﺎﻧﻮﺍﺭ: ﻫﺮﭼﻪ ﺑﻌﺪ ﺗﻌﺪﻳﻞ ﺷ ــﺪﻩ ﺧﺎﻧﻮﺍﺭ 
ﺑﻴﺸﺘﺮ ﺑﺎﺷ ــﺪ، ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺷﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ 
ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﻳﺎﺑﺪ.
ﻫﺰﻳﻨﻪ ﺳـﺮﺍﻧﻪ ﺗﻌﺪﻳﻞ ﺷـﺪﻩ ﺧﺎﻧﻮﺍﺭ: ﺿﺮﻳﺐ ﺍﻳﻦ ﻣﺘﻐﻴﺮ ﺑﺴﻴﺎﺭ 
ﻛﻮﭼﻚ ﻭ ﻧﺰﺩﻳﻚ ﺑﻪ ﺻﻔﺮ ﺍﺳﺖ. 
ﺩﻫﻜﻲ ﻛـﻪ ﺧﺎﻧﻮﺍﺭ ﺩﺭﺁﻥ ﻗﺮﺍﺭ ﺩﺍﺭﺩ: ﻫﺮ ﭼﻪ ﺷ ــﻤﺎﺭﻩ ﺩﻫﻜﻲ 
ﻛ ــﻪ ﺧﺎﻧﻮﺍﺭ ﺩﺭ ﺁﻥ ﻗﺮﺍﺭ ﺩﺍﺭﺩ ﺑﺎﻻﺗﺮ ﺑﺎﺷ ــﺪ، ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ 
ﺷﺪﻥ ﺧﺎﻧﻮﺍﺭ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺑﻄﻮﺭ ﻣﻌﻨﺎﺩﺍﺭﻱ ﺑﻴﺸﺘﺮ 
ﻣﻲ ﺷ ــﻮﺩ. ﺍﻣﺎ ﺍﻧﺪﺍﺯﻩ ﻋﺪﺩﻱ ﺍﻳﻦ ﺿﺮﻳﺐ )71.0 ﺩﺭ ﺗﺼﺮﻳﺢ 
ﭼﻬﺎﺭﻡ( ﺑﻪ ﻣﺮﺍﺗﺐ ﻛﻤﺘﺮ ﺍﺯ ﻣﺘﻐﻴﺮ ﻫﺎﻳﻲ ﻣﺎﻧﻨﺪ ﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ 
ﺑﺎﻻﻱ 06 ﺳ ــﺎﻝ ﺩﺭ ﺧﺎﻧﻮﺍﺭ، ﺑﻌﺪ ﺧﺎﻧﻮﺍﺭ، ﺗﻌﺪﺍﺩ ﺷ ــﺎﻏﻠﻴﻦ 
ﺧﺎﻧﻮﺍﺭ، ﺷ ــﻬﺮﻱ ﻳﺎ ﺭﻭﺳ ــﺘﺎﻳﻲ ﺑﻮﺩﻥ، ﺑﻴﻤﻪ ﺑﻮﺩﻥ ﺧﺎﻧﻮﺍﺭ ﻳﺎ 
ﺑﻴﻜﺎﺭﻱ ﺳﺮﭘﺮﺳﺖ ﺧﺎﻧﻮﺍﺭ ﺍﺳﺖ.
ﺍﻓﺰﺍﻳﺶ ﺗﻌﺪﺍﺩ ﺍﺯ ﺍﻋﻀﺎﻱ ﻛﻤﺘﺮ ﺍﺯ 21 ﺳﺎﻝ ﺩﺭ ﺧﺎﻧﻮﺍﺭ: ﻫﺮ ﭼﻪ 
ﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﺧﺎﻧﻮﺍﺭ ﻛﻤﺘﺮ ﺍﺯ 21 ﺳﺎﻝ ﺳﻦ ﺩﺍﺷﺘﻪ ﺑﺎﺷﻨﺪ، 
ﺍﺣﺘﻤ ــﺎﻝ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﺍﻱ ﺍﺳ ــﻒ ﺑﺎﺭ ﺳ ــﻼﻣﺘﻲ ﺑﻪ ﻃﻮﺭ 
ﻣﻌﻨﺎﺩﺍﺭﻱ ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﻳﺎﺑ ــﺪ. ﺍﻓﺰﺍﻳﺶ ﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﺟﻮﺍﻥ 
ﺧﺎﻧﻮﺍﺭ ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻣﺬﻛﻮﺭ ﺭﺍ 5.3 ﺩﺭﺻﺪ 
ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﺩﻫﺪ. ﻫﻨﻮﺯ ﺍﻧ ــﺪﺍﺯﻩ ﻋﺪﺩﻱ ﺿﺮﻳﺐ ﻣﺬﻛﻮﺭ ﺩﺭ 
ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﻣﺘﻐﻴﺮ ﻫﺎﻳﻲ ﻣﺎﻧﻨﺪ ﺗﻌﺪﺍﺩ ﺍﻋﻀﺎﻱ ﺑﺎﻻﻱ 06 ﺳﺎﻝ 
ﺩﺭ ﺧﺎﻧﻮﺍﺭ، ﺑﻌﺪ ﺧﺎﻧﻮﺍﺭ، ﺗﻌﺪﺍﺩ ﺷ ــﺎﻏﻠﻴﻦ ﺧﺎﻧﻮﺍﺭ، ﺷﻬﺮﻱ ﻳﺎ 
ﺭﻭﺳ ــﺘﺎﻳﻲ ﺑﻮﺩﻥ، ﺑﻴﻤﻪ ﺑﻮﺩﻥ ﺧﺎﻧﻮﺍﺭ ﻭ ﺑﻴﻜﺎﺭ ﻱ ﺳﺮﭘﺮﺳﺖ 
ﺧﺎﻧﻮﺍﺭ ﺍﺯ ﺍﻫﻤﻴﺖ ﻛﻤﺘﺮﻱ ﺑﺮﺧﻮﺭﺩﺍﺭ ﺍﺳﺖ. 
ﻣﺠـﺮﺩ ﺑﻮﺩﻥ ﺳﺮﭘﺮﺳـﺖ ﺧﺎﻧﻮﺍﺭ: ﻣﺠﺮﺩ ﺑ ــﻮﺩﻥ ﺍﺣﺘﻤﺎﻝ ﻗﺮﺍﺭ 
ﮔﺮﻓﺘ ــﻦ ﺩﺭ ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﺍﺳ ــﻒ ﺑﺎﺭ ﺭﺍ ﺑﻪ ﻣﻴ ــﺰﺍﻥ 9 ﺩﺭﺻﺪ 
ﺍﻓﺰﺍﻳﺶ ﻣﻲ ﺩﻫﺪ.
ﺟﻨﺲ ﺳﺮﭘﺮﺳـﺖ ﺧﺎﻧﻮﺍﺭ: ﺩﺭ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﺑﺎ ﺳﺮﭘﺮﺳﺖ ﺯﻥ، 
ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺳﻼﻣﺘﻲ ﺑﻴﺸﺘﺮ ﺍﺳﺖ 
ﺍﻣﺎ ﺍﻳﻦ ﻣﺘﻐﻴﺮ ﻫﻨﻮﺯ ﺍﺛﺮ ﻣﻌﻨﺎﺩﺍﺭﻱ ﺑﺮ ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺷ ــﺪﻥ 
ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳﻒ ﺑﺎﺭ ﺳﻼﻣﺖ ﻧﺪﺍﺭﺩ.
ﺑ ــﺮﺍﻱ ﺍﺭﺯﻳﺎﺑﻲ ﺍﻟﮕ ــﻮﻱ ﻻﺟﻴﺖ ﺍﺯ ﺁﺯﻣﻮﻥ ﻫﺎﺳ ــﻤﺮ - 
ﻟﻤﻮﺷﻮ ﺍﺳ ــﺘﻔﺎﺩﻩ ﻣﻲ ﺷ ــﻮﺩ.]01[ ﺍﻳﻦ ﺁﺯﻣﻮﻥ ﺑﺎ ﺩﺳﺘﻪ ﺑﻨﺪﻱ 
ﺩﺍﺩﻩ ﻫﺎ ﻣﻘﺪﺍﺭ ﺑﺮﺍﺯﺵ ﺷﺪﻩ ﻣﻮﺭﺩ ﺍﻧﺘﻈﺎﺭ ﺭﺍ ﺑﺎ ﻣﻘﺎﺩﻳﺮ ﻭﺍﻗﻌﻲ 
ﻫﺮ ﺩﺳ ــﺘﻪ ﻳﺎ ﮔﺮﻭﻩ ﻣﻘﺎﻳﺴ ــﻪ ﻣﻲ ﻛﻨﺪ. ﻧﺘﺎﻳ ــﺞ ﺁﻣﺎﺭﻩ ﺁﺯﻣﻮﻥ 
ﻫﺎﺳ ــﻤﺮ - ﻟﻤﺸﻮ ﺩﺭ ﺟﺪﻭﻝ 4 ﻧﺸ ــﺎﻥ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ. ﺩﺭ 
ﺍﻳ ــﻦ ﺁﺯﻣﻮﻥ ﺗﻌ ــﺪﺍﺩ 01 ﮔﺮﻭﻩ ﺩﺭ ﻧﻈﺮ ﮔﺮﻓﺘﻪ ﺷﺪﻩ ﺍﺳ ــﺖ. 
ﻣﻘ ــﺪﺍﺭ ﺁﻣﺎﺭﻩ ﻫﺎﺳ ــﻤﺮ - ﻟﻤﺸ ــﻮ 39.5 ﺑﻮﺩﻩ ﻛ ــﻪ ﺍﺯ ﻣﻘﺪﺍﺭ 
ﺑﺤﺮﺍﻧﻲ ﺟﺪﻭﻝ ﻛﻤﺘﺮ ﻣﻲ ﺑﺎﺷ ــﺪ. ﻟ ــﺬﺍ ﻧﺘﻴﺠﻪ ﻣﺬﻛﻮﺭ ﺩﻻﻟﺖ 
ﻣﻌﻨ ــﺎﺩﺍﺭ ﻧﺒﻮﺩﻥ ﺧﻄﺎﻫﺎﻱ ﭘﻴﺶ ﺑﻴﻨﻲ ﻳﺎ ﺭﺿﺎﻳﺖ ﺑﺨﺶ ﺑﻮﺩﻥ 
ﭘﻴﺶ ﺑﻴﻨﻲ ﻫﺎﻱ ﺍﻟﮕﻮ ﺑﺮﺍﻱ 01 ﻃﺒﻘﻪ ﻣﺬﻛﻮﺭ ﺩﺍﺭﺩ.
ﺟ ــﺪﻭﻝ 5 ﻧﻴﺰ ﺩﺭﺻﺪ ﭘﻴﺶ ﺑﻴﻨﻲ ﻫ ــﺎﻱ ﺻﺤﻴﺢ ﻭ ﻏﻠﻂ 
ﻣﺪﻝ ﺭﺍ ﺑﺎ ﻣﻘﺎﻳﺴ ــﻪ ﻣﻘﺪﺍﺭ ﻣﻮﺭﺩ ﺍﻧﺘﻈﺎﺭ ﺑﺎ ﻣﻘﺪﺍﺭ ﺣﻘﻴﻘﻲ ﺁﻥ 
ﺑﺮﺍﻱ ﻫﺮ ﺧﺎﻧﻮﺍﺭ ﻧﺸ ــﺎﻥ ﻣﻲ ﺩﻫ ــﺪ. ﻫﻤﺎﻥ ﻃﻮﺭ ﻛﻪ ﻣﻼﺣﻈﻪ 
ﻣﻲ ﺷ ــﻮﺩ 5.79 ﺩﺭﺻ ــﺪ ﭘﻴﺶ ﺑﻴﻨﻲ ﺍﻟﮕ ــﻮ ﺩﺭ ﺩﺍﺧﻞ ﻧﻤﻮﻧﻪ 
ﺻﺤﻴﺢ ﺍﺳ ــﺖ، ﻟﺬﺍ ﺗﻮﺍﻧﺎﻳﻲ ﺍﻟﮕﻮ ﺩﺭ ﭘﻴﺶ ﺑﻴﻨﻲ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ 
ﻛﻪ ﻣﻮﺍﺟﻪ ﺷ ــﺪﻥ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳ ــﻒ ﺑﺎﺭ ﺳﻼﻣﺖ ﻫﺴﺘﻨﺪ، 
ﺭﺿﺎﻳﺖ ﺑﺨﺶ ﺍﺳﺖ.
ﺟﺪﻭﻝ 4: ﺧﺮﻭﺟﻲ ﺁﺯﻣﻮﻥ ﻫﺎﺳﻤﺮ - ﻟﻤﺸﻮ
ﺁﺯﻣﻮﻥ ﻧﻜﻮﻳﻲ ﺑﺮﺍﺯﺵ
44213ﺗﻌﺪﺍﺩ ﻣﺸﺎﻫﺪﺍﺕ
01ﺗﻌﺪﺍﺩ ﮔﺮﻭﻩ ﻫﺎ
0681.71ﻣﻘﺪﺍﺭ ﺁﻣﺎﺭﻩ ﻫﺎﺳﻤﺮ - ﻟﻤﺸﻮ
ﺑﺮﺭﺳﻲ ﺑﺮﺍﺑﺮﻱ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳﻼﻣﺖ ...
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ﺑﺤﺚ ﻭ ﻧﺘﻴﺠﻪ ﮔﻴﺮﻱ
ﺩﻭ ﺷ ــﺎﺧﺺ ﺑﺎ ﺍﻫﻤﻴﺖ ﺑﺮﺍﻱ ﺍﺭﺯﻳﺎﺑ ــﻲ ﻋﺪﺍﻟﺖ ﺩﺭ ﺑﺨﺶ 
ﺳ ــﻼﻣﺖ ﺷ ــﺎﺧﺺ ﻣﺸ ــﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﺩﺭ ﺗﺄﻣﻴ ــﻦ ﻣﺎﻟﻲ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳ ــﻼﻣﺖ )ICFF( ﻭ ﻧﺴﺒﺖ ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﺍﺳﺖ 
ﻛﻪ ﺑ ــﺎ ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ ﺳ ــﻼﻣﺖ )ataC( ﻣﻮﺍﺟﻪ 
ﺑﻮﺩﻩ ﺍﻧﺪ. ﺩﺭ ﺍﻳﻦ ﺗﺤﻘﻴﻖ ﺷﺎﺧﺺ ﻫﺎﻱ ﻣﺬﻛﻮﺭ ﺭﺍ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ 
ﺍﺯ ﺍﻃﻼﻋﺎﺕ ﺑﻮﺩﺟﻪ ﺧﺎﻧﻮﺍﺭ ﺑﺮﺍﻱ ﺳﺎﻝ ﻫﺎﻱ 6831 - 2831 
ﻣﺤﺎﺳﺒﻪ ﻧﻤﻮﺩﻩ ﻭ ﺑﻪ ﻋﻼﻭﻩ ﻣﺘﻐﻴﺮﻫﺎﻱ ﺍﻗﺘﺼﺎﺩﻱ ﻭ ﺍﺟﺘﻤﺎﻋﻲ 
ﻣﺆﺛﺮ ﺑﺮ ﺍﺣﺘﻤﺎﻝ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻦ ﺧﺎﻧﻮﺍﺭ ﺩﺭ ﻣﻌﺮﺽ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺍﺳﻒ ﺑﺎﺭ ﺳ ــﻼﻣﺘﻲ ﺭﺍ ﻣﺒﺘﻨﻲ ﺑﺮ ﻣﺪﻝ ﺍﻗﺘﺼﺎﺩﺳﻨﺠﻲ ﻻﺟﻴﺖ 
ﻣﻮﺭﺩ ﺑﺮﺭﺳ ــﻲ ﻗ ــﺮﺍﺭ ﺩﺍﺩﻳﻢ. ﻧﺘﺎﻳﺞ ﺣﺎﺻﻠ ــﻪ ﺩﺭ ﺧﺼﻮﺹ 
ﺷﺎﺧﺺ ﻣﺸ ــﺎﺭﻛﺖ ﻋﺎﺩﻻﻧﻪ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﺳﻼﻣﺖ ﻧﺸﺎﻥ 
ﻣﻲ ﺩﻫ ــﺪ ﻛﻪ ﻃﻲ ﺳ ــﺎﻝ ﻫﺎﻱ ﻣﺬﻛﻮﺭ ﻣﻘﺪﺍﺭ ﺍﻳﻦ ﺷ ــﺎﺧﺺ 
ﺗﻔﺎﻭﺕ ﻣﺤﺴﻮﺳ ــﻲ ﻧﻜﺮﺩﻩ ﻭ ﺩﺭ ﺣ ــﺪﻭﺩ 38.0 ﺑﺎﻗﻲ ﻣﺎﻧﺪﻩ 
ﺍﺳ ــﺖ ﻭ ﺍﻳﻦ ﺩﺭﺣﺎﻟﻲ ﺍﺳ ــﺖ ﻛﻪ ﻣﻘﺪﺍﺭ ﺍﻳﻦ ﺷ ــﺎﺧﺺ ﺩﺭ 
ﻛﺸ ــﻮﺭ ﻫﺎﻳﻲ ﻧﻈﻴﺮ ژﺍﭘﻦ ﻭ ﻛﺎﻧﺎﺩﺍ ﺑﺎﻟﻎ ﺑﺮ 99.0 ﻣﻲ ﺑﺎﺷ ــﺪ.
]11[ ﺑﻪ ﻋﻼﻭﻩ ﻣﻘﺎﻳﺴ ــﻪ ﻣﻘﺎﺩﻳﺮ ﺍﻳﻦ ﺷﺎﺧﺺ ﺑﺮﺍﻱ ﻣﻨﺎﻃﻖ 
ﺷ ــﻬﺮﻱ ﻭ ﺭﻭﺳ ــﺘﺎﻳﻲ ﺩﻻﻟﺖ ﺑﺮ ﻧﺎﺑﺮﺍﺑﺮﻱ ﺑﻴﺸﺘﺮ ﺩﺭ ﻣﻨﺎﻃﻖ 
ﺭﻭﺳﺘﺎﻳﻲ ﻧﺴ ــﺒﺖ ﺑﻪ ﻣﻨﺎﻃﻖ ﺷﻬﺮﻱ ﺍﺯ ﻟﺤﺎﻅ ﻣﺸﺎﺭﻛﺖ ﺩﺭ 
ﺗﺄﻣﻴﻦ ﻣﺎﻟﻲ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺳ ــﻼﻣﺖ ﺩﺍﺭﺩ. ﺳﻴﺎﺳﺖ ﻫﺎﻱ ﺍﺗﺨﺎﺫ 
ﺷ ــﺪﻩ ﺩﺭ ﺑﺨﺶ ﺳﻼﻣﺖ ﺍﺯ ﺟﻤﻠﻪ ﺗﻮﺳﻌﻪ ﺑﻴﻤﻪ ﻫﺎﻱ ﺩﺭﻣﺎﻥ 
ﻧﺘﻮﺍﻧﺴﺘﻪ ﺍﺳ ــﺖ ﻛﻤﻜﻲ ﺑﻪ ﺑﻬﺒﻮﺩ ﺷﺎﺧﺺ ﻣﺬﻛﻮﺭ ﻃﻲ ﺍﻳﻦ 
ﺳﺎﻝ ﻫﺎ ﻧﻤﺎﻳﺪ. ﻣﻄﺎﺑﻖ ﻳﺎﻓﺘﻪ ﻫﺎﻱ ﺗﺤﻘﻴﻖ ﺩﺭ ﺳﺎﻝ6831ﺣﺪﻭﺩ 
5.2 ﺩﺭﺻﺪ ﺍﺯ ﻣﺮﺩﻡ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺍﺳ ــﻒ ﺑﺎﺭ ﺑﻬﺪﺍﺷ ــﺘﻲ ﻭ 
ﺩﺭﻣﺎﻧﻲ ﻣﻮﺍﺟﻪ ﻣﻲ ﺑﺎﺷ ــﻨﺪ، 6 ﺩﺭﺻﺪ ﺍﺯ ﻣﺮﺩﻡ ﺑﻴﻦ ﺳ ــﻲ ﺗﺎ 
ﭼﻬ ــﻞ ﺩﺭﺻﺪ ﺗﻮﺍﻥ ﭘﺮﺩﺍﺧﺖ ﺧﻮﺩ 
ﺭﺍ ﺻ ــﺮﻑ ﻫﺰﻳﻨﻪ ﻫﺎﻱ  ﺑﻬﺪﺍﺷ ــﺘﻲ 
ﻣﻲ ﻛﻨﻨ ــﺪ، 11 ﺩﺭﺻﺪ ﺍﺯ ﻣﺮﺩﻡ ﺑﻴﻦ 
ﺩﻩ ﺗﺎ ﺳ ــﻲ ﺩﺭﺻﺪ ﻭ5.08 ﺩﺭﺻﺪ 
ﺍﺯ ﻣ ــﺮﺩﻡ ﺑﻴﻦ ﺻﻔﺮ ﺗ ــﺎ ﺩﻩ ﺩﺭﺻﺪ 
ﺗ ــﻮﺍﻥ ﭘﺮﺩﺍﺧ ــﺖ ﺧ ــﻮﺩ ﺭﺍ ﺻﺮﻑ 
ﻫﺰﻳﻨﻪ ﻫ ــﺎﻱ ﺑﻬﺪﺍﺷ ــﺘﻲ ﻣﻲ ﻛﻨﻨ ــﺪ. 
ﺳ ــﻬﻢ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺩﭼﺎﺭ ﻫﺰﻳﻨﻪ ﻫﺎ 
ﻓﺎﺟﻌﻪ ﺑ ــﺎﺭ ﺩﺭ ﻣﻨﺎﻃ ــﻖ ﺷ ــﻬﺮﻱ ﻭ 
ﺭﻭﺳ ــﺘﺎﻳﻲ ﺑﻪ ﺗﺮﺗﻴ ــﺐ 2 ﺩﺭﺻﺪ ﻭ 
3 ﺩﺭﺻﺪ ﺑﻮﺩﻩ ﺍﺳ ــﺖ. ﺳ ــﻬﻢ ﺧﺎﻧﻮﺍﺭﻫﺎﻱ ﺩﭼ ــﺎﺭ ﻫﺰﻳﻨﻪ ﻫﺎ 
ﻓﺎﺟﻌﻪ ﺑﺎﺭ ﻳ ــﺎ ﺩﺭ ﻣﻌﺮﺽ ﺧﻄﺮ ﻳﻌﻨﻲ ﻛﺴ ــﺎﻧﻲ ﻛﻪ ﺑﻴﺶ ﺍﺯ 
03 ﺩﺭﺻ ــﺪ ﻇﺮﻓﻴﺖ ﭘﺮﺩﺍﺧﺖ ﺧ ــﻮﺩ ﺭﺍ ﺻﺮﻑ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺩﺭﻣﺎﻧﻲ ﻣﻲ ﻛﻨﻨﺪ )ﮔﺮﻭﻩ ﻫﺎﻱ 3 ﻭ4 ﺩﺭ ﺗﻘﺴﻴﻢ ﺑﻨﺪﻱ ﺳﺎﺯﻣﺎﻥ 
ﺑﻬﺪﺍﺷ ــﺖ ﺟﻬﺎﻧﻲ(، ﺩﺭ ﻣﻨﺎﻃﻖ ﺭﻭﺳ ــﺘﺎﻳﻲ 53.01 ﺩﺭﺻﺪ 
ﺑﻮﺩﻩ ﻛﻪ ﺑﻪ ﻃﻮﺭ ﻗﺎﺑﻞ ﻣﻼﺣﻈﻪ ﺍﻱ ﺑﻴﺶ ﺍﺯ ﻣﻨﺎﻃﻖ ﺷ ــﻬﺮﻱ 
)5.6 ﺩﺭﺻﺪ( ﺍﺳ ــﺖ. ﺍﺯ ﺳﻮﻱ ﺩﻳﮕﺮ، ﺩﺭ ﺭﺍﺑﻄﻪ ﺑﺎ ﻓﺮﺍﻭﺍﻧﻲ 
ﺍﻓ ــﺮﺍﺩﻱ ﻛﻪ ﻛﻤﺘ ــﺮ ﺍﺯ 01 ﺩﺭﺻﺪ ﺗ ــﻮﺍﻥ ﭘﺮﺩﺍﺧﺖ ﺧﻮﺩ ﺭﺍ 
ﺻﺮﻑ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺩﺭﻣﺎﻧ ــﻲ ﻣﻲ ﻛﻨﻨﺪ ﻭ ﺍﺻﻄﻼﺣًﺎ ﻭﺿﻌﻴﺖ 
ﺁﻧﻬﺎ ﻣﻄﻠﻮﺏ ﻗﻠﻤﺪﺍﺩ ﻣﻲ ﺷ ــﻮﺩ، ﻭﺿﻌﻴﺖ ﺩﺭ ﺷ ــﻬﺮﻫﺎ )48 
ﺩﺭﺻﺪ ﺟﻤﻌﻴﺖ( ﺑﻪ ﻣﺮﺍﺗﺐ ﺑﻬﺘﺮ ﺍﺯ ﺭﻭﺳ ــﺘﺎﻫﺎ )87 ﺩﺭﺻﺪ 
ﺟﻤﻌﻴﺖ( ﺍﺳ ــﺖ. ﻧﺘﺎﻳﺞ ﺣﺎﺻ ــﻞ ﺍﺯ ﺗﺨﻤﻴﻦ ﻣﺪﻝ ﻻﺟﻴﺖ 
ﺩﺭ ﺧﺼﻮﺹ ﻣﺘﻐﻴﺮﻫﺎﻱ ﺗﺄﺛﻴﺮﮔﺬﺍﺭ ﺑﺮ ﺍﺣﺘﻤﺎﻝ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻦ 
ﺧﺎﻧﻮﺍﺭﻫﺎ ﺩﺭ ﻣﻌﺮﺽ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷ ــﻜﻦ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﺪ 
ﻛﻪ ﻣﻨﻄﻘﻪ ﻣﺤﻞ ﺳ ــﻜﻮﻧﺖ )ﺷ ــﻬﺮﻱ ﻳﺎ ﺭﻭﺳ ــﺘﺎﻳﻲ ﺑﻮﺩﻥ(، 
ﺑﻴﻜﺎﺭﻱ ﺳﺮﭘﺮﺳ ــﺖ ﺧﺎﻧﻮﺍﺭ، ﺗﻌﺪﺍﺩ ﺷﺎﻏﻠﻴﻦ ﺧﺎﻧﻮﺍﺭ، ﺗﻌﺪﺍﺩ 
ﺍﻋﻀ ــﺎﻱ ﺑﺎﻻﻱ 06 ﺳ ــﺎﻝ ﺩﺭ ﺧﺎﻧﻮﺍﺭ، ﺑﻌﺪ ﺧﺎﻧ ــﻮﺍﺭ، ﺑﻴﻤﻪ 
ﺑﻮﺩﻥ ﺧﺎﻧﻮﺍﺭ ﺍﺛﺮﺍﺕ ﻣﻌﻨﺎﺩﺍﺭﻱ ﺑﺮ ﺍﺣﺘﻤﺎﻝ ﻣﺬﻛﻮﺭ ﺩﺍﺭﺩ. ﺩﺭ 
ﺍﻳﻦ ﻣﻴﺎﻥ ﺑﻴﻤﻪ ﺑ ــﻮﺩﻥ ﺧﺎﻧﻮﺍﺭ ﺍﺣﺘﻤﺎﻝ ﻣﻮﺍﺟﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﻛﻤﺮﺷ ــﻜﻦ ﺭﺍ ﺗﻨﻬﺎ 8 ﺩﺭﺻﺪ ﻛﺎﻫﺶ ﻣﻴﺪﻫﺪ. ﻧﺘﻴﺠﻪ ﻣﺬﻛﻮﺭ 
ﺩﻻﻟ ــﺖ ﺑ ــﺮ ﻛﺎﺭﺍﻳﻲ ﭘﺎﻳﻴﻦ ﻧﻈ ــﺎﻡ ﺑﻴﻤ ــﻪ ﺍﻱ ﺩﺭ ﺗﺄﻣﻴﻦ ﻣﺆﺛﺮ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺮﺷﻜﻦ ﺳﻼﻣﺘﻲ ﻣﻲ ﺑﺎﺷﺪ.
ﺟﺪﻭﻝ 5: ﺧﺮﻭﺟﻲ ﭘﻴﺶ ﺑﻴﻨﻲ ﻣﻮﺭﺩ ﺍﻧﺘﻈﺎﺭ
ﺧﺎﻧﻮﺍﺭﻫﺎﻳﻲ ﻛﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ 
ﺍﺳﻒ ﺑﺎﺭ ﻣﻮﺍﺟﻪ ﺍﻧﺪ
ﺧﺎﻧﻮﺍﺭ ﻫﺎﻱ ﻛﻪ ﺑﺎ ﻫﺰﻳﻨﻪ ﺍﻱ 
ﺍﺳﻒ ﺑﺎﺭ ﻣﻮﺍﺟﻪ ﻧﺒﻮﺩﻩ ﺍﻧﺪ
4321365403877C=<)1=peD( P
0146C>)1=peD( P
4421306403487ﻛﻞ
26403654036ﺻﺤﻴﺢ
05.7932.999.99ﺩﺭﺻﺪ ﺻﺤﻴﺢ
15.277.010.0ﺩﺭﺻﺪ ﻧﺎﺻﺤﻴﺢ
ﻣﺤﺴﻦ ﻣﻬﺮﺁﺭﺍ ﻭ ﻫﻤﻜﺎﺭﺍﻥ
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Health Finance Equity in Iran: an Analysis of Household 
Survey Data (1382-1386)
Mehrara M.1 / Fazaeli A.A2 / Fazaeli A.A3
Introduction: Health policy makers have long been concerned with protecting people from 
the possibility that ill health will lead to catastrophic financial payments and subsequent 
impoverishment. Yet catastrophic expenditure is not rare. We investigated the extent of catastrophic 
health expenditure as a first step to developing appropriate policy responses..
Methods: Data from household surveys in Iran were used to explore, variables associated 
with catastrophic health expenditure analyzed by regression. We defined expenditure as being 
catastrophic if a household’s financial contributions to the health system exceed 40% of income 
remaining after subsistence needs have been met.
Results: In 2007, 2.5% households were faced with catastrophic payments ;and FFCI is 0.833 
shows the lack of an efficient and comprehensive health insurance .Among Iranian, these groups 
are more susceptible to catastrophic health expenditures: rural families, the families with children 
below 12 years and old above 60 year, the families who have no insurance.
Conclusion: People, could be protected from catastrophic health expenditures by reducing a 
health system’s reliance on out-of-pocket payments and providing more financial risk protection. 
More availability of health services could raise the proportion of households facing catastrophic 
expenditure; risk protection policies would be especially needed. National health systems could 
be financed so that protect households from catastrophic spending and provide access to needed 
services.
Keywords: Health equity; Catastrophic health expenditure, Poverty, Household surveys, FFCI
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